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© EMBRYOLOGY AND CAH-1 O 


Em brydlogu 
1 Lateral plate mesoderm: 


Intermediate MeSpacrmM 








Axial axial mesoderm 









Mayor Potion of Genital fact is m 
Except Parts which arise 1 


Csodermal in Origin, 
Urogenital Sinus are 






Intermedrale mesoderm: 


Utoqeni al Ridge | Ducts 
Genital Ridge 


Gonads Renal system- 


External Genitalia: —> arises from Dorso somatic part of Lateral 
Plate Mesoderm 





GONADS: 


+ Arise from 





X Mesodermal fn origin: 





p A 
{LM nte 
| arc 

` 


XSex of the baby — IS decided by SRY Region Teshs belermímag Pach 
Present on short asm of ¥ chromosome 













Testís 
IS 


ws © 


1: If SRy uc Present Lb IF sry Region Absent 


Y chromosome present Y chromosome absent 


GONADS: Teshs 
(medulla of Gonods becomes 
ovary and Cortex Reqiesses) 


2- Formed by nke of Inka 
ukrine life 


GoNRDS:- Ovary 
(cortex of Gonads becomes ovary 
Ond Medulla Regresses) 





2° Formed by of Inka 


Uterine hfe 


3: Other genes— y d 3 Other gene s d d 


Teshs Overy 






Foims Teshcular Primary Sex Forms Rete ovavics 
Cord s | seminiferous Cords 
Tubulcs: t 


*For formahon of ovary — absence 
of Y Chromosome fs needed 





XXX For proper development oF ovary 
both X chromosome are needed. 





. D 
Sertoli Blood ; 
cells vessels Ovary will not be Properly 
Forms blood ormed! 
i Gms 
E es 
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Development of DUCTS: 


In Carly Tntatthatne like th bor Male & female . there are 2 pairs 


of Ducts ae present ,- ell 
L Mesonephic ducts Cwolffian duct) 


2+ Para mesonephii c ducts Cmullertan duct? 


Both these ducts, *Appears at 6 wks 
* Disappears 


wolthan rn female } at Iwks 
muller(an ín. mole 


In Males; 
SRY ro present 


Y-chromosome Present 


A 
(Gonads: Testis) 


S€rrolt celts Leydig cells 
4 i 
Secidle. Mullerian rahi biting 


Secrete Testosterone 
Factor /_Aotimulleran Hormone (Begins at Swks 
a x ithas paracrine Maximum at 1SWks) 
G. achon (Locally) 


x it leads to Regression 
unilateral maullerian 






olucts 
Mullerian ducts Regitss in Males l DAN 
SS N Promote growth With help of 
Remanents of Mullertan ducts of wolffian duct Sol Reductase 
in males; 
1: Prostate uhicle Form Male inteinal Testosterone 
L° Appendix of testis Organs fs convated 
( Hy dati d of Morgagni) | (nto 
S- Seminal Vesicle 
à Imm — E Epididumis bihudip 
E : : is l— Ejaculatt duct Testo stesone 
'GAppendix of testis — Mullerian duct S Vas delexns (DHT) 
i & ile of pididymis "b Wolffian 
I | .cuct — Formation of 


Male €xtesnal 
Genetilia- 









Sker teshs l ww 
Shaigqht Ra 
tubules 
seminiferous Tests 


Tubules Ls arises ftom Genital Ridge 


C) (3— Pronephros 


Mesone phros 











Mesonephiic duct 


Metancphios 


Ww Uteleric bud 


urb genial 
Sinus 


Now Suppose: Male 


J, 
ANTIMULLERLAN HORMONE (AMH) Deficiency 
Chromosome no:- 46 KY 
Gonads - Tests 





s cells "Us Mis 
AMH deficrency Forms Testosterone 
Mullertan ducts Grows in male 
| Wolffian duct qrows DHT 
Female /ntcinal Gcnital organs 4 4 
Gre present Fotmahon of Male Male 
a Fallopian tube inkeraaf Genital orgons External . 
* ulus * Seminal vesicles Genetelia 
* COVIX * Eprdidymis 


. Ejculectory duct 


' Upper vagina 
* vas def eicns : 
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* Less Space — Intertwining of duck 
X TesHs Not descend — (Cxudmrchidism 


x Vas deferens obshuchon mn a 
* Mole — qo inferhlity 
X uterus Herniales out 


Uterus Herara syndiome | Persisting 
Mullerian duct syndrome: 


* Not a cause of Ambigous GeNnAUA im males. 
DEVELOPMENT of DUCTS IN FEMALES: 
SRY Region absent 
NO Y Chromosome 


Gonods: Ovaries 


Sertoli? ies absent 


No Mullüían inhibiting 


Leydig T absent 


No testosterone (ty Inhauterine. 


Factor / AMH Ife 
Mullerian duct wal qrow in Females WolFEran duct NO DHT 
J . egress in female 
Formation of female internal Genitelia: External 
Genitelia 
Look like 
Fallopran tube, uterus, Covix Remanant- female 


Upper 2/3" of vagino 


L Pronephios 
* Kobelt tubercle 


* Hydatid of Morgagni 


2° Mespne phsps 
* Cranial end — Eddphoson 
Caudal end — para ophoron 


5” Mesonephatc duct 
. Gartner's duct: 





In Mullerian ageacs's— VOTES ate 


Normal. 
DEVELOPMENT OF EXTERNAL GENITELIR -- 





Develops Prom dorso somahe lateral plate mesoderm: 
x Brpotenhal Telegram - @Latestpgnotes 


External Genitalia depends on testosterone of Inhauttine hfe 


n) ee 





G) Present 
J 


Male Exkrnal Genitalia: 


Absent | Resistance to testosterone 


Female External Genitalia 


Penis <—— Genital tubercle ————~ tlibris 
Scrolum <—— Genital swelling ———À———9 Labia Majora 
Penile urethra 4— —— Genikal folds 





Lobia Miaora- 


Formahon of male External Formahon of Female external 
Genitclia rs Completed by 14 wks 


Genitalia 1% Completed by Jd wks 







HomoLoGus ORGANS: 


Those Organs which tn Males g female have some 
oo gical origens: 










Cmby 






Prostate Skene qlond |pavautheral glona th 

Cow per Gland / Bulbo ust hral Bartholin glond 

Little gland: Glands fn Labia mojoyo g labia min 
RMBIGDUS GENITALIA: 


By looking at Genitalia, Sex of baby comot be 
determined. 





External Genitalia Looks Iike Male |* External Genitalia Looks tike Pemole 
due to presence of Testosterone due fo Absence of testosterone rn 


Trtrauterine hile - 
X IP ín males, 


Testosterone Absent Resistance. X Ifa female !s Exposed to 
to testoskrone 


testosterone n. Inhauterine life 
External Genitalia will Look like Genitalia Look like male 
Female External Genitalia: 


Kia: Ambrqous Genitalia rn males kla: Ambigous Genitalia in female. 


x M[cl c Andro gen (n sensh vibg 
Syndrome 
it fs also called G% Teshcular 
Femi'n (aln ^ syndrome. ^om - @Laipsipgnotes 


* Mlele - Congenital Adrenal 
Hy per plasia- 





4 Structures Most commonly G.Hectca 
in emale are, 


t- Clitoris — CUTOROMEGALY 
2- Labioscrotal folds fuse 
3* phallus (penile urethra) 










HERMAPHRODITISM 


True ee Pseudo i ida phroditism 
Both Ovaries and testis present Gonads belong t0 One sex Ond Extetaal 
(^ same penu Genitalia Send to Dfhey Sex 
Ka- Dvaleshs Į U 
Male pseudo me Female pseudo 
*MC Karyohypes 46xx bi iii ee 
Gonads. tesh's Gonads :- ovary 
Exteinal Genitalia:- Female External Genitalia: Male 
xMc cause? Androgen * MC Cause? Congenital 
Tnsensitivity syndrome: Adrenal Hy pu plas '> 


© EMBRYOLOGY AND CAH-2 


CAH: (Congenital Adrenal Hyperplasia) 


Steroid Pathway :- 
1} Hydrokglose 13120 lyase 
PREGNANELONE —— — — —— H PREGNENOLONE —— — — — DHEA 
3 p HSD 





L} Hyciosulose 13,20 lyase 
ROGESTERONE) —————> [30H PROGESTERONE —-—>——> ANDROSTENEDIONE 


AO 
(TESTOSTERONE) 





DEOXY CORTI SONE Deo ame 


CORTISONE ( CORTISOL 


18 Hydroxylase L 
( ALDOSTERONE) 


XMost common Enayme deficient m "7 droxylase 


X 2" M|c Enayme defieeny— 11 R Hydvoxylase 


*& Least COMMON Enayme deficiewy — 3 B usb 
Jienme?. 
#Most Common Gene defect ——5 ain n, 


Codes for 21 Hydroxy lose 


pat © 


(s D) Adrenal gland 


Corticosterotd Meneralocosh cord Progesterone Androgens 


—Ve feed beck 
0h ACTH 


21 Hydroxylase Ps needed 21 Hydroxy lase is Nok 


needed 


Gmd—————— — 





Corticosteroid Y Mrncralocoshicord Y 
l 4 
-ve Feed back 0n ACTH qonc 
ACTHT 
[roges tone t jt DH progesterone cm 
| 


]- External Genitalia Resembles 
Male : f 


1: Clitoromegaly , phallus form ation, 
Labio Scrotal fusion 


Puberty has Charaterstic s 
Resembeing Opposite Sex, 
(vot Same Sex 


3+ Precocious puberty (Heterosexual) 
Heterosexual 


A-Vitiligahon 
Female c. Chtwomegaly + 


Deepening OF voice + 
Hirsubsm + M musels mass 


* Patients c CAH Con Conceive 


5: Bone age T 
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Early epiphyseal Fusion 
4 


Shoit stature 


Y*In CAH— duc fo IL B Hqdroxylose deficiency 


O 


Proge sterone f 1} OH progesterone e A j| eges asd Hisone 
Ambfguous Hypertension 
Genttal’a vh (because deoxy 
male Corh’sone has 
MCneralosteroid 


CAH with 21 Hydroxylase defeiency fn moles: 


e External Genitalia — male: 
e precootus Puberty 
e salt Waki washing 


NO Ambraquous enitalia 





l 


Not à Case of l 1004 case of can 
CAH 
DO díaqnostic test 
ACTH Shmulation test 


if 12-(0H) a 


kke achn) 





CAH 
Management of CAH 
1 DeFicrency of 2: Remove 3: Deficiency of 
Mineralocorhcotd Phallus Corhico steroid 
Give FLUDROCORTIZONE Surgery at 4-Syears be 
Corhcd steriod 


Childhood HYDROCORTISONE 
C&cfore CShort actin 
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At puberty — | PREDNISDLONE | Dex AMETHASONE 





Pregnant female 
zx © 


Pregnant female T CAH 


HYDROCORTISONE Clonnot cross placenta) 
AE 10 wks = Fish] chononic villous Sampling 


Male Fetus | unaffected Affected female fetus 
Female fetus 1 
Corhcosteroid which can 
Continue HycsocorHsone Cross placenta and treat the 
Female fetus 


Lann 
Dexa Metasone 


Late Onset CRAH- 
Enitre pathology of CAH fn this Case 
happens at Puberty 
V cortisol WY Meneralocorhcord » Andiogens ^ prog estrone 
Qt puberty 


Not în Intautaine tife 


External Genetalia will be Vrri|rgation 
Normal female 4 
LOokéng e Hirsuhsm 
* Deep voice 
DID for Late onset can = PCOS e muscle mass 
VIRILISATION HIRSUTISM 


X Female with Secondary Sexual 
Charactersh'cs Resembling male 


* Breast Ghophy 
X "muscle mass 


x^ Hair Growth 





x Deepening of voice Telegram - @Latestpgnotes 
X Scoring sy srem:- X SCOt ng System: 


PRADER SYSTEM FERRIMAN GALLWwAy 


O= Normal female | (93 |. 
5- Maximum virilizahon ©) 


Quesh'ons:- 
S. aa, cyt, rt to 
Gy Not reduuble 


by NO mpulse on Coughin 









GO Vagrnal eprthcltum fs derived 

pums 3 Por 

(8024! 

pee by Mesoderm Of urogenital Siaus 
Cy Endoderm of Genital ridge 
dy Mesoderm of Genital ridge 


G. Ejaculatry duct fn males develops 
from, 


OY Urettric bud 





dy none. of the above 





Most Common cause OF ambcgious 
Fenitalia tn a female Child is 
Qy Placent steroid sulfatase defiucnty 
by Fetal Gromatase acfevency 


si uint 4 mutation 





Cy parümcso nephi'c duct 
«&y wOllfron duck 
Q- 
ay penis 


by Scrotum 


d» Corpus Cavernosa 







Paraoophoron 
U 
"d CON Epoo phoron 
"t 


dJ 


|. Gaetnee’s pucr (Remnant of wollfran duct) 


i GARINER'S CYST 
[' present ín. Anterolateral wall of vagina 
Bartholin cyst t's 


present blw Labio 
majora and Lab'o 
minora: 
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Seen in anterolateral vaginal wall 
Should be distinguished from cystocele 










x Rugo sities of vagina ts 


* Tensed t Shiny + NO 
Present 


Rugositics of Yagrna 







X Not Reducible x Reduable® 







* Cough impulse absent * Cough impulse present 





Æ well defines Margins X Margins Not well 


G Most common cyst ên Vagina — Inclusion Cyst 
Most common cyst (n. Ovary — Follicular cyst 


6- Least common Enzyme dePic'enuy | G During Sexual diFfereahahion. ín. Males 


ín CAH 
Gy 21 Hydroxylase €niymc ay legc cell produce Muller'an 
by 13,20 lyase deficiency Inhibihing Substance 
OPS beta Hydroxy Steroid Dy Primitive Gonads differentiate into 
dehy cro genase testis due to Presence OF SRY gene 
dy IFJ q Hydroxylase Cy Androgen binding Protein Responcible 
for the development qf male 
6; A 3week female is brought With External Qenitelio 
Rmbigitus §enitelia ana dy Wolftian duct Regresses 
Hyperpigmentaton of Skin- She has 
Hyponakene mid and Hy pokalemia Q- Enayme defect which commonly Leads 
Which oF following most likely A. to ` ambigious genitalia and Hyper 


tension tn females 


OF L1 hydio xylase Cn3yme 


by 13,20 lyase AeFiarency Oy 2i hydioxylase Enzyme 


Cy I beta Hydroxy steroid b) H,20 lyase defiaencg 
dehydrogenase Cy 3 beta Hydroxy Steroid 
dy IFA Hydioxylase dehydrogenase 
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© MENSTRUAL CYCLE 


Or 1° oocyte 
Merosis-1 Cqgets artestedin Diploteac 
l Stage of Prophosc) 
Orrest over Gt. Pubestu- 
Or, oocyte + O 1* polas body 


Cortex: Follicular cells = Granulosa cells | Medulla: Thecacetls 
Blood vessels: 






Theco. Cells 


Granulosacells 
1° oocyte 


PRIMORDIAL FOLUCLE 


No of follicles: 


Max at S'^ month of Tnhoukerine hf e (6-F million Pollicles ) 


Qt Birth—> 1-2 million follicles 
at pubtsty—> 4-75 Locks follicles 





Hypothalmo pituitary Ovarion axis becomes functional 


Hypotn alamus 
ANRH CPulsahlc) 
(Q- Anterioy pituitary 


JHL x FSH pecvents follicles from undergoing 
Gttresia Gnd Stimulates them 


0 
Theca cells re Y oocyte | 
Granulosa cul 


FSH acts on Granulosa cells 


6: FSH receptors cue reent on 
Aranulosa cells p and releases 
G. Granulos i l l 
Ovary or: E Strogen inh 1 g 
1 It ha^ Neqahve feed back 


At Puberty - 









G Tumor Markes of 

—— EL. It has , 3 functions On Esp. 
1* Negative feed back 2- Positive feed back 3: 

i FSH on LH Proliferates Endomebsium ot 

all foltrcles which were T . I MNT 

stimulated Under goet is | ARS Neve give Eshogen alone to female 
Gbresi'a With Intact ukrus because it can 
lead Endomchicol cancev 3 


Endometrial beiprolasta 





Except 1- 


DOMINANT Folli CLE 


(it maximum FSH Receptors) 





© 


Levels of LH will ® 





Sudden 4 Act on Thecacells Act on Granulosa cells 
een l r 
Lu surg ©) Produce Androgens Lutefnigation of cells 
X-LH Surge ús (hated by ll l l 
ean. ao apwe Diet MM 
E rogqe sterone eas 
200pg For 24hrs Hem "T us Ovulahon 
with help of Aromatase engyne Cat the hme of LH surge) 
Metosis igets Resumed. Androgen Avait > Estrogen 
Jl O Infemales Ln receptors presant 
19 oocyte ————> 2° oocyte wp 


Q. Progesterone appears Earliest in menshual 


OvULATION 


. cycl 
Follrcles——— Corpusluteum a 


E 
a) 





This small quenh'ty of 
: Progesterone 
Conhnued (n page no») In Low Concentration progesteiont has 
Positive Cftect on LH= LHT 

Fsh= FsH#® 

In other words there /S LH and 
FSH Surge before Ovulation: 
Two Cell TWD Gonadobopin Theory> 


GRANULOSA CEU. Theca CELL: 
Aromatase Enzyme Aromatase €n3umc is 
Gbsent Present 
CYp13 Is present 























CPI (s absent: 


Ch 
LHD, olesterol (S<—Fsu 
| Aromatase 


e Testosterone 


In adipose tissue —> Androstenedine — — Er) 
Aromoakare 
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Line Díagram of Menshual Cycle- (ie) 
FSH Follicular phase / Pay i4 a E Phase | Secretory phose 


Proliferative phase 


wal 1 eileen ` 
e» Mi a iC ooye — Zoos MENSTRUATION 
x Fetlida 1 ius Luchm) 










Estrogen T : has max: 5(3€ and 
CL? Corpus Gichvity 
Neganve : 
Peed back idum v DUE Lukum Produce 
on FSH Dh LH 
Mainly progesterone Estrogen inhibin A 
proli fates 
Acts on uterine EMI 


Endomchium and 
bring about secretory Ar sie oF Corpus Luteum 


Important Questions. achon 


6 Ovarian cycle is fnittated by— FSH 
6. Size of Follicle, Just before ovulation ———9 18- 20 me^ 


OG- For LH Surge to occur, Estrogen should be—> 200pg for 48hrs: 


Q: Ln Surge Pt EN Ovulahon 


WM4eest> 24 — 36hrs: 


Q LH peak a _., Ovul ah'on 


10-12. ! 
aws hrs 


ol 
y dvulakon- 


Estrogen LH 


O Time blu) €shogen a to Li Ae 14- Prts 
Q- Time blo  €swoq ak bo vu 24- T 





GLH surge is 'nibated by —9 Eshogen: 
Q LH Surge vs Maintained by— > Both Eshogen g Progesterone. 


Before ovulation there vs 





ay LH Surge eo iH 3 FSH s 
by FSH Surge dy None 
GO Ovulah'on s due to Telegram - @Latestpgnotes 


Cy Ltt & FSH Surge 
by FSH Surg e dy none 


GO Meiosis 1 is Resumed is duc to — Lu surge (3) 


Oy Meiosis L (s Resumed 32- 36 hrs before Qvulohon: 


O. Earliest piogesttsone dected in mingshual cycle — 32-3bhrs (Earliest progesterone produud duc to LH surge) 
f? oocyte 








OOphorus Granulosa Cells Surrounding 
i oocyte) 





Antsal cavity 


Ankal cavihg Fluid Contains — Eshogen + 
Growth factor + LH 
(Ln comes ín fluid of gnhol Cavity towaids mid cycle) 


[f LH is present (n fluid of Antal cavity fom 
Early in the cycle 


© mitotic activihy of Granulosa cells 


Atresia of Follicle 


Anovulaton 





apimi from pg:no (is) 


ig oocyte ————> 2° oocyte 
OvULATION 
Follicles———9 Coxpusluteum 


Hormone which maintains the 
COrpus Luteum ín non pregnant female — LH 
Corpus Luktum start s 
aroun due to LH 


Attains maximum size and 
maximum achivity on 8 days after OVulahon= Day 22 of Cycle 


Corpus Luleum Releases 


Mainly Progesterone Esbogen Inhibin-A also 
Z Funchons produces 
à i Relexin bul 
id FsH Only during 
—ve feed back Acts on uterine” Omens Pregnoncy- 
on LH Endomchium and supports Nor mally it 


it — ka= Secretory action is not secieled 


Concept : 


At Low concentrahon, Progeskrone — t LH , f FSH 





At High concenhatron, Progeskronc— LH , 4 FsH 


Levels of LH UY 


COrpous Lukum starts degencrahng 





Progesterone V Estrogen Y Inhibin AW 
Support to (2) Vasotonsh ichon Levels oF FSH as Negative 
Endomehium is Occurs feed back is Gone 
Lost 
J Enàume* Metalloproleinose. PGF-2ol is Again Gcts on 
Endomehium Is Shed Released Granulosa cells 
kja MENSTRUATION: 
^ myome bi cal Releases Estrogen 
contrachons 







Uterine eas, um 


Supe] Fiol layer Deep layer 
l (Zona Basalis) 


Proliferates Deeplages 
causes pain of Endomehium 
during menhuation 


k]a > DySMENDRRHEA 
Sheds at the 


time of menshuahon 





Important — Questions - 


G; 1 half of cule — main Hormone — Estvogen: 
2™ half of Cycle —9 main Hormone — progesterone 


Eee Luteal phase 
Al 


AAM 


1 14. 16 
| legram - @Latestpgnote 
Follicular phase Can vary Ovulation Fixed durahon> 14 days 


depending on Cycle length 





&Day of ovulohon — is col bi E d (3) 


Eq:  Cqcle— 26 days: 
Day of WNulahün = 26-14= Day 12 





Questions on Corpus Luleum- 


L Hormone Which maintains Corpus Lukum (n 
non pregnant female —— LH 


l- Hormone which maintains Corpus Luleum in 
Pregnant female — Hcg 


3 Life span of corpus Luleum ín o non pregnant Pemale— 10-12 days 
Æ Life span of corpus Luleum ín o pregnant Temale—9 10-12. wks 


S-Hormones Which Protects Corpus Luteum From undergoing 
Luteolysis — Hc« 


Questions on Levels of Hormones = 


L All hormones peak at Time oF ovulahon 
LH 
FSH 
EshoqenCbefore ovulahion, 24—36h s) 


Cores sibicans 





h e ed ef ce) 4S oo 








Graph showing hormones at different times of cycle 


3- Stage of Corpus Luteum is maximum at — Day 22 0f the cyde 


4- All the tests for Ovulation done at —> Doy 22 OF the cycle 
5. At High Concenhaton of Progestcroneé— has Negatve feedback ON LS, FSH 
so levels of LH, FSH Gre minimum în—> secretory phase 
Day 22 0F cycle 
Lweek before menshualion 
6' In few females at the time of ovulohon , develops 
Pain in übdomen 
(qo ib pain ín abdomen) 
kla MITTELSCHMERZ SYNDROME 


Qucshons: 








ay LH surge is inthated due to ay 14'^ day 
sustained levels of 200pq of by 20% day 
Cshogen for 48hrs 






. Total length —14= 40-{4=> 2¢ 

by LH Surge is Maintained by Estrogen EN 
ond — progesterone both 
cy Meiosis Lis hormone dependant | & All o£ Pollo 


O- Granulosa Cells produce $ Estwogen| Gy Responcible for pie ovulatory LH 
With help of Enzyme 


surge 
(y Alkaline phosphatase by causes ‘Negative feed back on FSH 


P SE sic endomehium 





Cy Acid phosphatase 
dy Glucuroniclace 








Cy PS3 
| CNP 12 gene dy K RAS Tarm- @lateptpanotes 


(9 MENSTRUAL CYCLE: NORMAL —9 


Menstvuatrion. Shedding of Superficial layer of Endomehrium- 


Initially, there iS P progesterone level, which Supports Endomthium 


Eventually , there (s 
Endomehytum fs lost 
Menshuation: 
Suppose if Females wants to IP female 
post pone Menses 


2-3 days before Expected 
date of Menshuatron, 


Statt oo ( €q: T PRimict smg m7) of Secondo 


lille 
High progesterone levels are 
Maintained , UNII Ahe ts Faking 


During Piegnoncy 
Progesterone 


progesterone levels T 
| l 
Once Stopped, levels of progesterone V Suppoits deuduo 
L Cptegnent encdomibtum) 

Loss of Endomibial support 
4 .« NO Men shuation 


Menshuahon occurs after occurs 


2- 3 days- 
But after delivery , Placnta 


IS removed ond. progesterone 
level si)” 


Shedding of deciduo 
C LOcHAA ) 







X Main hormone needed for Menshuahon is — Pr 


Tntrally levels of progesterone Should be high and 
fall Suddenly: 


X Progesterone Can act 
estrogen- 


* If a female, Does not ovulate 
Telegram - @Lates 


No a a luteum 


aoe ME Eshogen 
ll 


. RA 

First Rule out Pita nonc 
(Because Most Common Cause 
Amenorheq (S 





Sudden J in progesterone levels,— Support to 


Yo Delayed menshuation 
Ceq- Lodays) 


Start Progesterone 
for j| ore 


High prog cstevone 
levels are Maintained 
unH!l She cs taking 

Progesterone 


Once stopped, 
Progesterone 


Loss of enclomehial 
Supeot 


MEeNSIRUATION 


it should 


only on G utcrus which has been primed by 


FidrMone which is present IS 


Cfo Ammenorvhea proliferates endometrium E 


Prolikiated Endomchium is 
Weak 


" 


Con Occur at i lo. It Sheds one day 







kla- Eshogen breakthrough 

bleeding: 

Normal menshuction: 
Levels of ptogesterone should Suddenly 


Vasocontichion 
Eum Is veleased 


PGE 2». Released 
Ischemic Necrosis 4 
of Endomehtum + myometrial Contsachon 
Frdomehium vs Shed Dysmenorrhea 


(1^direct fndicahion of ovulo.hon) 


Dysme NORRHEA!—S pain during Menshuahion. 


Æ No pelvic pathology ge pain |Æ Pain is due to pelvic pathology 









pain is due © Release of Eqr * 
e Adenomyos's 
e Fibroid 
e Polyp 
* Spasmodic dysmenorrhea X- Congeshve dysmenorrhea 


* young female Clo dysmenorrhea X- Reproduchve aqe female (30-35) 


Stace the beginning OF menarche Yo inhally there was no dysmenorrhea 
except for tnhal Few months but now since few month porn is present 
X Pain begins 1-2days before menshuahin |* pain is present 3-Sdays befoic 
Gnd Subsides With onset of Mmenshuation Gnd does not Subside with 
menshuahon: onset of Menshuation: 


Generally within L2hrs of onset) 
-x*Paoín Never posits 7% 48hrs 


X Treament > x Treament - 


1e NSAID's (Mefenamic Acus ^ 9m GrprestPanotes Treat the disease 
pathology: 


2- OcP's (make cycles anovulatory) 


OCP's— 





Synthehic €shogen + ues progesterone 


4 Natural FSH X Natural Lu 


J Natural 


Estrogen 





. OCPS used Gk) 


le Used as Contace phon 
0 Dysmenorrhea 


2: Used Gs DOC for irregular cycles 


* ocP's =s Eshoqen = 30- 3S mcg l Lowdose pill) 
Estrogen = «20mc«q (very low dose pill) 


5 Drugs which can be used in Excessive Bleeding 
they are, 


di- TRANExAMIC ACID 
2: OCP's 
3° PROGESTERONE 


Charactershics Of Normal Menshual cycle - 


X Normal lengh —— 24- 38days (study based) 
21- 35 days Cpopullation based) 


X Average length —— 28 days Cist of Females) 





X Number of days of bleeding —* 2- #days 
Average days of bleeding —> 4-6 days. 


X Normal blood loss—— 5-80m! 


Average blood loss yt Rest answi— 30ml 
2^9 Besk answer > 35m 


34 Best answti Sdm) 





$-Uused n te mangement 4 protechve 





$ Natural proge kerone 






Qgarns E 
Ovarian Cancer 








S: OCP'5 protechye tn 
«Endomehral Cancer 
*Endomebral Hyperplasia 
*Frbyord. 

End omi hriost s: 
MP nion 


6° OcP's ate Used in 
Excessive bleeding 


ATYPICAL UTERINE BLEEDING. —> Any deviation from Normal Charactrshes 


Of menshual Cycle - 


je Excessive Blood losgi- MENORRHAGIA 
3 7, 8S ml blood lose 

No- of days Of bleeding > tdays- 
* Cycles Gre Regular 
X* Lt 0S Seen in Fiord. 


2: Less blood loss:- HYPOMENORRHEA- 
& Blood loss € Sml 


3 Long cycles | No‘of cycles ina Year is less 
Infrequent Men shuakon 
OLQOMENORRHEA: 


4* Short agde] Frequent. Menshuahon :- 
POLY MENORRHEA 


No of days of bleeding < 2days” ™ 0 SP"'TAter menshual bleeding | Irregular 


* cycles Qe Regular 
* Tt is Stt (n Ashtymon Syndiome 


bleeding  METRORRHAGIA 
* Ibis seen ín polyps 


6* Excessive blood loss at trreqular rni vols 


(Menorrhagia + Me horrhaga) 
MENO meTROPRH AGIA 
Æ It (s Seen ên Fibroid polyp , Anovulatory Cycles 


When ever Female Clo i Excessive Bleeding 
No pelvic pathology 


Reason | pelvic pathology 
Causing Execssive bleeding Causing pain 


L a) 
AUB (Gtupicol utine Bleeding) ( Due Abunctonal 
Cavey ty 4 WB [dy Uterine Bleeding) 


AuB: 
Causes: 
P — Polyps 
A — Adenomypsis 
L — Lt'omyomo ( f'brotd) 
m — Maltng nancy 
C —> COagqulahion drsorders 
0 —— Ovulatory dy AFun chon 
E —— Endomebral dysfunc hon 
$ — T alvogentc 


CS 


N — Not yet classthtd- 


CASE R Female Co Excessive bleeding. 


What is the Next Step? 


4 
CF steps Tvs 
p 


TP Endomthial Thickness 
In menopousal female 


Figo 
ACOG 


In pemenshual Female 


n i 






Localised Thickening | 


Endomchium rs uniformly 
Focal thickening 


Meck 





I0L9 Endomebial aspiration Biopsy Hycteroscopy $ Bvopsy 
X qt is an GPB pioGduR 


* Done Using PIPE Le] VABRA 
ASpiraty\ 





Goid Standard Inveshgahon—s Frachonal Curcttage 
2nd best — bélotion and Cure Hoe. 


DUB 
x go'l- ave anovul atory 
Young female Reproductive &qC group Menopausal age 
CPUBERTY MENORRHAGIA) L group 
Tnvestigatins: | 
ms: Lb TSH levels Rule Qut 
1* check Tor TSH levels 2: Coagulation profi |e 5 +- Cancer: 
2 Coagulation protile 3: Tvs 
3° Tvs X- pregnancy complications 





* pre malig nont lesions 





Never DO, ín virgin female 
l pay Fag inal Exominatron 
2: Dilatation ¢ Cuteltase 





Management 0f Due- 


1- Meld Bleeding 


1** line of Management Best Manage Ment 
ay NON Hormonal — TRANEXAMIC ACID 1* OCP’s 
But fF pahint has duyame norrheo—> MEFENEMIC 2° PROGESTERONE 
Acto oY Smg BD fot 21 doys 


by Clo irregular cucles—> oce: 
y lo 9 y * by If Pahint S "n Reproducthe 
age 


Mirren A kerone 
Prod FU CD- 


2: IF patent Co oF Severe Bleedra 


Vital Stable Vital unstable 
| 
NY 
High doses of Oral eshogen Do Dslatab‘on $ «urchoge 
fot 24hrs 


Put pohtnt on 
put her on OcP| progesterone- Ev Eshogen (Not avatleble d 
Indua) 


Progesterone J OCP^ 
If Bleeding is Not gets Contvolled by medical Mangement; 


TF age 0f pahint 7 Adyears 


Lo —*àÀ 
TAH (total abdominal TcRE (Trans cervical Resech’on 
HOPSREPE c Fog ones OF Endome hum) 
Cuterus+ Cervi) ENDOMETRIAL 
4 ABLATION 


Conka tfnarcntea mM uDuno 





Ques hons - 


O- All of the following statements are 
Corect Cxcept 
aj Menshual blood rs mainly aterial 
upy Prostaglandin released at the Hime 
of menhuation is PGE2 
cy ZONG basalts regenerates the 
Erdomehtum during Next cycle 
dy Anovulotoxy Cycles Gie parn less 


Q A AS year old Nullipavous woman Uo 
of irregular bleeding for 2 months: No 
Abnormalities (re detected on Abdominal 
And Vaginal Examination: Transvaginal USG 
Reveals umform thickening of Endomcwum 
Measuring 12mm- What is the Next Step in 

Management ? 

N) Dilatation $ CureHage 

by Hysteroscoprc Vrsuoliaahion f Bropsy 
cy MRT Scan 


Q- False statement regarding spasmodic 
dysmenorrhea fs 

Gy often Cured by delivery of a Child 

by pain usually Appears on the first 
day oP menshuation: 

AF pain Persists For 273 days 

dy Rare Gbove age of 35 years 


G. A 46 year old woman Uo of Irregular 
bleeding for 2 Months: NO abnormality 
detected on Abdominal $ Vaginal Exemination 
Transvaginal USG reveals Irregular thickening 
0} Endomehtum with Max thickness OF 14mm: 
What s the Next Step in Management ? 


G) Dilatation $ CureHaqe 


wrHysteroscoprc Vrsuoli3ation f Bropsy 


Cj MRT scan 


Lax UPD Endomebial biopsy ( Pipe asprration) | gy OPD Endomebial biops 


ey Saline infusion Sonottyctcroscophy - 


G. ^ 11ucar old qiri do of Continuous vaginal 


bleeding 3 weeks: She had. 2 previous Similar 
Episodes: Hes BMI is 20° She has mild pallor 


ey Saline infusion Sonotyctcroscophy . 


G- A 35 year old woman do oF heavy menshual 
bleeding for Gmonths- She hos 28 day regular 
Cycles which last for Fdoys- Abdominal 


of mucus Membrene, but no Othey abnormalities! Gnd Vaginal Examinah’oN Normal. The Hb]. 


àre detected: The Hb Is 4 gldl- The 
Coagulahon profile and USG ate Normal 
What is the most appropriate management ? 


SF Cydical Rp with ocP's foi 3 months 


tS gildt and PLT count (s within Noval 
vange. Transvaginal USG is Normal 
what is the most appropriate hist iine Ry ? 


ay cyclical P, with OCP' for 3months - 


by Norethisttrone Smg TDS daily fortBdays| by dilatation 9 Luhage 


Cy Okol tron theraphy: x 21 
dy Tranexemie aud Svomg Shourly For x 
4+ week 


Cy NOvethisterone Smg TDs daily For 4 doy 
during menshuahion: 
AY WNotethisterone smg BD daily fos 3 cycles 
Of 21 days- 
OF Tranexomi c atid Dmg 8howily for 
1 weck during menshuahon 
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© AOR MONE O EINACYNAEC COUCE 


1 GnRH 


e 





Natural Gn RH: 
* Released by g P'tucole nucleus of Hypothalamus 
X Released (n pulsatile manner: 


Decopeptide 
Ty; 37 ^ mins- 


Neurons which Synthesize the GnRH 
present it OLAFACTORY PLACODE 


VIG ae Nove 


Rrcuate Nucleus 
If meme Pains is absent 


KALLMAN SYNDROME 
At the teme of Puberty 


Hu po malamus 
7 


KALLMAN. SYNDROME 
ve X knked Recessive disorder 


Mutation «vn Kal-d | 





oan 
QABA p 





Release of GnRH 






Neuropeptide) Cpulsatle monney 
Leptin f at night) 
kiss Peptin t ry 
Glutamate f Initially = [t Icod.s to 

* Relcosce. of LH 
* at Night 


FSH $ LH Cat niqht) 
Pulse Frequency of Ankh 


i eU OFst @ High pe 


FsH ix LH 
Synthetic GnRH: 
LEUPROLIDE 
TRIPTOREUN These ost? 
Gosee Eun ü 
NACaeg.ELUM 





Male: female- ç: mE | 
Hypo ii apa failure + Anosmia 


t (n male 
REUS Colour 


Blin ness 
LH and Fsu Y 


4 Estrogen J 


* Clo -Delayed Puberty 
* 1 Amenorrhea 
a d 


; My poc gr no 


hove High first pass metabolism 


Natty e. notes 


d them ín Subcutoneous, Elv , EIM, Nasal Spray 


Synthehic GNRH Can be given 
Pulsahle manner 
Gcts ied ttt QnRH 

@ LH and PPSh 


e E.Stvog cn 


used n 
1: Delayed puberty (kall mon 
Syndrome) 


1: Ovulahon Induchon- 


2: FSH and Ln- 


Natural Fs and Lh: 


Anterior pituitary 


Receptors present on 
Males — Leydig cells 


Female — Granulosa and Theco cells 


T y,  20mios 


Synthehic FSH Gnd Ly 


#* Obtained from urine of 
Female > «o 


X-Ithos *S Iu of LH Gnd 


*usesy > Ovulahon *nduchon. 







Then it downrcquiatcs 
Re ce pt ors 


E LH on 


E Eshogen 
Used fn Hypeseshogenic 
Condi hoa. 
1- Endomchiosis 
L Frbrovd 
3° Precocious pubaty: 


Conhaous Manner 


AS ib Eshogen: if itis used 
7 6Months 
4 Pahient can Experience 
Menopauce like symptoms 
Hot flushes) 
^ Aways give Add Balk 
Theraphy (E+P) 


Anterior pituitary 


Receptor present 0n 
Male > Sertoli cells 
Female Granulosa cells only: 





T 142—5 3- 4mins- 





Hormones p Receptors 








G protein 
Coupled 


Mem 00€ 
Receptory 





Estrogen | Nuclear Recephr 
Progectesone| Present ia 








* chances oF mult Petal pre FHeAey cytoplasm 


e Chances Ovarian Hypa Atimulabion 


Syndrome —» c 5-(. 


Androgen 


5: ESTROGEN 3 PROQESTERDNE: 


Natural Eshogen = Cis XNoturol Progesttvone= C19 
Forms 0f Natural tshogen- 


Sunthehe Progesterone: C21 
Ei = ESTERONE 


E2= ESTRADIOL Androgens arc also C21 
E3 = ESTRIOL 


E4- ESTETRONL “+ $untheHc progesterone have 


androgenic Side C Hects. 
Most Common Eshogen 


1“ Qqcnero tion Rs Generatio n f, 
Reproductive. Menopause Pregnancy} 2° Generation Androgenic Side cftects 
Aq eee l l 3'4 Generation deckases 


E2 EL E2 4 @cneration 


Most specific in. preqnancy— E3 xLeast androgenic Side effects are 


Seen with ‘3! Generahon Progesterone s 
Raho of Ez: El= 2:1 l 


In PCOS tnis tato is Reversed X bESOQESTREL 


X NORGESTIMATE 
Potency wise— E27E1 7E3 2E X GESTODENE 


x 4 Generation Progesttrones are 
Anti Andro genic 
Eq: DROSPIRI NONE CIPROTENE. 
ACETATE 


Sources - SOUICES `- 
l Granulosa celis 

2 Theca cells 

3° Corpus Luteum 

4- Placenta (it uses Fetal DHERS) 


Brands to:- 


1- Granulosa Cells 
L^ Corpus Luteum 
3- placent : 


Binds to:- 


¥SHBG ¥It does not binds to SHBG 
x Albumin 


X1E binds lo. Albumin and 
Free— 1. Corhsol binding protein. 
Estrogen 


Free— 2. 
Progesterone 


ral 
e by, f Mneomonic 


g LILO ne 
s“Echogen Badoern, Oa dm 














ON insulin Counselling” 
* Progestins (30 ) 
* Growth Hormone 
X Cortisols 

End product 0f Progesterone: 


13 "eu progesterone 










End product of EStogen 
Mainly —> Glucoronide 








Sulphonide 


Pregnanetviol 






Effect of Eshogen 0n— 
t uterus- 


Effect of Progesterone on 
t uterus- 


X Growth 0f non pregnant uterus X Growth of pregnant uterus 








à: Endomehium- 
X proliferates 


L Endometrum: 
+ Stop proliferates 
X* Secretory achon( Decrdualisaton) 
Supports Endomehium 
* If Progesterone is given for a 
long hme — Endometial Gtvophy 












Endomebial Biopsy Endomehial Biopsy 
| ist half of Cycle 2™ half of cycle 


Lo ty 





¥Glands— simple, cyshc, Tubular le 


Proliferative phase CORK Satu) appearance (9) 
Saw Tooth appeaince 


* Filled with secrehons 


Secretory phase 
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At the time of ovulah'on 


c4 


X Glands begin to coil 


+ Gppeaicnce Of Subnucleay 


= Aücuoles =--> First sign o 
"275. PE uw OVulahon On Endiomehial 


A tima of Suulinan 








Cervical Mucus Cervical Mucus 
* Cervical mucus is thin, Watery, €Cervical mucus is. thick, \WScous, 
Copius, @lashc, can be scanty) Breaks on stretching 
Stretched blw Fingets— kla: kla: TACK 


SPINNBARKEIT 
Y Ferning is Gbsent 


X Look Under Microscope FERN like a PERR De mm ; 
Appearance kia FERNIN ernin isapptars by Day-18 0 
T ct 3 the cycle 


Tt is duc to, 
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5- Vaginal Epithelium :- 








* pink coloured cells 
CEosinophillic) 
X Ppyknohic Nucleus 
x predominates in the 
Presence OF Estrogen 


dp 
1E halk of tne cycle 


Important Questions - 


1 Sample for Hormonal 











3° vaginal Epi thclium 





X Blue Coloured cells 
CBasb philliC) 

* Nucleus litHe bigger 
than Supei hual Cell 

x Dishnct outlines 





TR =) x Predominates in 
aasal | Para Basal cells pr esence of 
# Blue coloured cells progesterone. 
l Basophilic) 
* Big Nucleus 2^d half of the 
* Outtine orc not cycle -) 
distinct Pregnancy 


* predominates when NO 
Hormone predominates: 


Gt meno pouse 
Qt Postpartum: 





Study Should be taken from 
agina g PPer 1)3 part) 





2- Sample For Cytological Study should be taken From 
Posterior wall OF vagina: 


3. Maturation Index. (M1) 


ae > b : C— superficial cells 
i Intermediate cells 
Basal cells: 


MI :- 
xat pregnancy 0:4:5 


+at Postpartum — 100: 0:0 
KOE Menopause 100:0:0 
Tien OP SECC tory phase— 0: 10' 30 


*pre ovulatory phase — 0: 40:60 


^- Karyotopic Index | Corm £& cahon Index:- (5) 


ND of cornified squamous Cells 


w 


due to Eshogen 


effect of Estrogen on- Effect of Progesterone 6n :- 
4- Fallopian tube: 4- Fallopian tube: 
A motilily 


^ motili Fy 
^ secicHons 


Y Secrehions 


5- Breast:- 5- Breast:- 


Ductal development Glandular development 


6: Salt and water: 


6: Salt and Wattr:: 


Retention Excrehion 
+ Lipid profile: t Lipid profile: 


^ HDL WHOL 


^ Triglycerides TLDL 
Y LDL 
Y cholesterol 


L 
«They are CARDIDPROTECTIVE. 


Other effects Other cftects 


X Smooth Muscle Relaxant 


* ON Bones- 
e 4 Bone mass 


e Cpiphuseal Closure X ®easal Body Tempaahue: 


0:2 fo Ds?c 
x On Clotting factors: 0:4 to O-8°F 
$ cloHing factors Basal Body tem peraturt — Temperahue of 
2,7, &, 40- Female before she gets out of the 


+ Absolulely containdicaled in bed Early morning: 
Thrombembolism » Shoke, CAD- 


EPfect on FSH Gnd LH: EPfect on FSH Gnd LH: 
* At Low concenyahon — Posihve 


* Negative €Mect On FSH 
CPtect ON FSH) LH 


* At Low concenhation— negahve effect 
Qn LH !eesram- @Latpstpggotgs, t High concen trahon —> Negative 


Cffect 00 FSH) LH 


* At High concentration — Posttive check 
on LH 











USA OQppearence of Endomehtum in diffrent phases of cucle > 


Proliferahve phase - 
Endomehium appears like a 
thin white line 





At time of ovulation: 


Trilaminal appearence 
Triple layer Gppearnu- 


Secretory phase: 
Thick white Cndometitum 


With posterior Enhancement: 





© HORMONES IN GYNAECOLOGY — 2. 


DRUGS Related to Estrogen: 
we Estrogen Keccptor Estrogen Antagon st 


Modulator (SERM) 


üCts Q4 agonist of Estrogen on Cevtaln tissue 
Ond Os Antagonist OF Estrogen On Some other tissue 


1: SERM 


CLOMIPHENE CITRATE TAMOXIFEN RALOKIFENE OMELO XIF ENE 


1 
Ovulation In ducing) 
Drug i 





















Manag emunt 
Of Beast Canter’? 


Achve 
Tngreduant of 
ce NT CHRO RUNE 
* Saheli 


Managin 
- @Lat pape. S 9 3 mm 


TAMOXIFEN RALOXK IFENE 
Js Bicast Rntaqoinst Antag oinst (35) 
DOC for ticatment of ERG Breast} DOC for pophyltoxsis in ERO 
cancer: Breast cancer: 


Ü X Lipia profile: Agonis Agonist 


— Bone t — Agonist, Used in Management 
Osteoporosis - 


4- clo tting Agonist Agonist 
D 
A ntaqoni st: 


S Ukrine Agonist 
Endo me rum Risk factor fo Endomehwal Concer 









x FDA Approved —» - PEDOXIFENE T LE STROG EN 
(New DRUG) l LL, prevents agait 





Anka gOnist of * Osteoporosis 
Estrogen 0n Endomehium * Hot flushes: 


2- ESTROGEN ANTAGONISTS’ 


# PROGESTERONE — cheap, 1* lie drug: 


X DOC— CONTINOUS GnRH 
* DANA ZOL— Should not be fn young Female , a» ithas Androgenic Side chtect 
Cuirustism) 


* GESTRINONE- 


x Andrgens Siena oie —, Estrogen 
LO promotase 'nhibitor = LETROZOLE 


HY PERESTROGENIC _CONDITIDNS: 


i Endometviosts 
2: Fibroid 

3 Endomebial Cancer 
4: Ovarian Caney 















Probechve Factors 


Res k factors 

pem UI 
XNullip oxous female x Mulk grav'da 
¥ Obese Pemale Cexpect Endomechiosis> x Preqnoncy 


x- hy secol €x ceva'se 


x Early Menarche 
æ Smoking (inhibits aromatas) 


x Late Meno pause 


DRUGS Related to PROGESTERONES-- 


Selechve Progesterone fmm Progesterone Antagonist 


—— Modulabs Brug 
(micereistone | RU4RL) 
Cù Aan | me 


(Tab ELLA) ui 
CUIUS E m 


It has 2 uses In dbs In Gyn 
Emergency Fibroid- Medical Management of 
Contsacephion abortion Endomehtos''s 

Conta (acuicahon: « pre gnency (because (t cou 

a Liver déstose Endome kal alrophy) 


Questions : 
Q 


OF pscudos ah fication Cy Ven glycogen Content 
pom dy pie deu'dual Reaction 









O: Following are seen ín kallmann Syndrome 
Except: 


GY Hupoaonadism Cy Anosmia 
dy Normal height 


Oy A sample of (vvical mucus (s taken 0n 
Day 12 OF menshual cycle - The mucus is thin, 
Clear, elashc, Tk is placed on slide ond 
a 
MiOSLOPe , 
Q' Cleat Feld devoid of batkria 
hy Thick mucus with back Ground of 


dy Clearly defined , Para basal cells 











by Ey, Ej, €; dy E2, E1, E35 





Oy DL 0f He following Chonges Seen (n 
Puberty Except: 
63 ^Leph'a Cj t Glutomole 
hy + QABA 





6 Vaginal Smeaa ty Old lady shows O: End product of progesterone metabolism 


Gy Aboptc cells on smear C) Superfiuol celis Dou found in urine rs 
go ceni Ay few intermediate Gy prege ster one 
pens one by 14-04 Pregnenolone dy pieqnone iol 
P:I:S- 100:0:0 
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© HIRSUTSM 
Androgens én female 


ANPROSTENE Dione 


Source: 
so`l- Ovary 
So: Adrenal gland: 


TESTOSTERONE 


X Source- 2S4- Ovary 
25-01- Adrnnal qlond 
Sol: Androskenedione 





* Testosterone uade the 
‘nfluence of 5% Reductase 
Enayme, 












Testosterone (n females: 
L Normal values — 20- $0 nal ml 


acts COnvested into 


9 


Drea j DHEA-S 


| 
Source - 
DHEA —> Major 
Source Adrenal qlond 


DHEA-S Exclusivdy 
Produced by Rolknal 
Gland 


X Testosterone binds ty—-sex Hormone Binding Globulin CSHBG) v 


* Albumin: 
OHBG 
E€stvogen 


X End product of Ecsto seront — Oxy steroid 


Excessive qrowth of male 


pattern hair / Excessive growth 
sexual har: 


Scoring > 

*FERRIMAN GALLEWAY SCOPE 
* ]1 sites 
e Sioe: 0-4 


X- 


NOuXI followed 

adiac ral 
9 sites (Fore arm Legs 
excluded ) 

Score of = 0— 4- 
Tf Total Stor;- 

7, 8— mild Hirsuhism 

7, 1S — Severe Hirsuhsm. 





All — Androgens 
India — Insulin 

P — Progesterone 

€ —> growth Hormone 
Counselling —> Coi sol 


The Entire spechum Of 
Changes Seen when a 


Female is Exposed to 
Androgen s 


* HirSutism 

X Deepening of voice 
x t muscle mass 

* Clikomegaly 

* Breast absoehy: 


3LOriaq -— 


O — female 
S— Virilisation is 
present 
Telegram - @Latestpgnotes 


Excessive hair all 

Over the body 
Excessive Growth 
of non sexual kot) 


INORK UP ín a LP Of Hirsutismo: 


1* test — Check Androgen levels 





Female has Nomal 


androgen but shill Raised Raised 7, 200 ngls! 
has Hirsunsm But < 200nqlJl 






de 
Signs of virili sabon 


(Rott am ON use Ovarics are 
Criteria) Not nomal 





Raised + 
14+(0H) progesterone 
(s also Raised 





LI 


(Lobe o Aset Cong Atal Adrnal Hy piv pl asa) 


* CAH at the onset of pubrty 
X* Sticeningtest > 14-DH- Progesterone 


* Mote common X Less Common: < 300ng 20-8019 








* Female Exposed to |X Female Cxposed to Rules out ACTH stimulation) | £100 4- case 
androgen in Inka Excessive ündyogtns Zl test MW. oF can 
Ukrine [Fe Ot pubes ty - Diagnostic tcs) 


* External Genital o- X External Genital a. is 
Resemble male Genitalia Normaj 
known as 
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Management of Hirsutism: 
boc — qe 















Estrogen Progesterone 
Normally, 4 4 
In female 1- A sn ea —ve feed back 0n LH 
testosterone is 4 4 
free- Free testosterone Androgen Produch'on from 
Tn male — 24. levels © Theca cells 


Lestoskteione is 

free 

Tn Hirsutism , 
More festostevone is 
fre 








OCE ko treat HtRSuTismy- 


Progesterone should belong to 
39 @ 4” genrahon 
£q- DIANE 35 
YASMIN 






OCP’s should be given for Emonths 


ND Responce 


Use Ank Androgenic Drugs. 
Best —» SPIRONOLACTONE 
Others, => CY PROTERONE ACETAIE 
FLUTAMIDE 
FINASTERIDE 





NO Responce 
Gne H 


X- In Post Menopousol women—> EFLORNITHINE Cream. 


X In Young female —— Laser Removal of hair: 


X DANAZOL Can never be used to treat Hirsubicm: Becouge its Siae Chet 
is Hirsul’sm. 
P Em" 

Most common cause of Husutism fn a young Km 
















le — 
S 7 Idiopolmc Hirsutism. 





Most common Cause of of Rapid onset 
in G Young female — A 
0 AA 
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e PCOS 
PCOS | sTeiN LEVENTHAL SYNDROME: 


Pathology ^^ production Of Androgens from Ovary C< 200 ng) 


Hirsutism Male pattern baldness 





In Golipose tissue, Excessive Androgens ETRS Estrogen CE1) 
‘nto 


Most Common ín obese female 


fn future pakint may 
have Heart disease 






Excessive Estrogen 
Normally : 
PCOS’ Ez. EL = 15:2. 


bue to Excessive Estrogen 









1: -ve feed back on 2- + ve Feed back 3- In Future 
FSH on LH ^ Chances of 
i X Endomchiol 
J FSH ^ LH Hy pes plasia 


X Endomehtal Cancer 
x Breast conces 
* Ovarian conce +- 


l 


In Pcos- FSH:LH=1:2 o 1:3 
(normaly FSH<LH) 


Test done oni- Day 2 b Day 4 
oF menshual cycle 


The levels of LH T carly in cycle 


No Sudden Pin the levels Theca cell 
oF LH Hyperabophy 
i 4 

NO LH Surge. T Androgens 


Norma Pcos 





No ovulation | ovulahon 


* D 
Clo Jefe Hity 1° oocyte — 2° oocyte me follicles 


C due to an vulahon) Telegram - @Latestpgnotes 4 Gppear hike 
, No formation of Q Cyst fn 
Most Casily treatable Corpus Luteum Periphery of 


Form of Inferhlthy | Ovary y 


4 


Y 
esterone 
NO roges on USG 


G9 4 pro gesturone 







& No of small Follicles ^ rn 
ovary 'n patients of Pcos 






CL 
Necklace patera V 






* Granulosa cells of small follicles 
Release Anh Mulleran Hormone LAMH) 


X ên PLos= T AMH 





? Necklace appear 


CID 2° Amenorrhea Anovulatory on USG. 
cy i es 


it qul QY Painless 


In Addihon to all this —  INsulin Resistance is present 









Acanthosvs Neqicans X Strum Past eng Aluuse levels In Future 
M Serum fasting Ensulin levels T chonces 
4 Ü 





Hyper pigmented san 
(n Nape of Neck And <4°S 


Auxilia. 


Diabetes 





% Serum Tnsulin tevels 


7 2S ty 


^. ACOG Recommends— Z2 hr GTT in all poets 
of PCOS: With. +5q ol 
Glucose 


Hormones fn PCOS- 


LH FSH 
Androgens progeskrone 
Estrogen (E1) HOL 


LOL CER Hormone binding 
Anh mutleríoa Hormone | * 
Insulin 





TSH ——» always Normal 


i — —H$€ — ín few pahients Raised . 
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Diagnosis 0f Pcos- 
ROTTERDAM CRITERIA 


Anu 3 of the following Should be present to Dtaqnose PCOS: 


l- Hyper Androgenism —— B ` 


e. clintcally T HiRSUTISm 
* Brochemically `- M androgen levels- 


2- Ovalatoru dj sPunchon:-s I menor heo. 


e Erregular Cycles 
e menomehorraghi o: 


3: USG Evidence of Pcos- 
* ND of follicles 712 : 
è si3tol Follicle Should be unto Ty Clon ODE 
e Volume of ovary ait ovary 


*Obesity (s. a Criter’a to diagnose Poos—— > False 
KLDL} HDL Is G Criteria to dřaqnose Pecos ————9 False 


X PcOs Can be seen fn thin Pemoles —————————» True 
X-Pcos fs most common i'n. Reproduchive aqe group ——> True 


X PCos can be Seen in a — True 





Risk Factors 
L Low Brith Weight 
2: Early onset of Adtenarche 
3: obesity with acanthosis Niqrícans 
^- Heterosexual precocious pubes 
rnheitence Seen ——————— True 


XXNecklace Pattern On USA fs an Criteritc 
to d'o.qnose Pos ———————————— False 


XX[In PCOS Ovaries Can be Normal on USQ ——— —? True 


- 1S the time from when adrenal gland Starts producing 


Andro gen. 
*Normal aqe 


2 ——— associated with PCOS: 
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H + Hy perandrogenism Metabolic x Syndrome 
A 
11 Insulin Resistance Anu Sof the followrna “S Should be. = 





RJ Present to diagnose metabolic x 43) 
Syndrome 7 

A} Acanthosts Niqricans 1: Abdominal Yo elis Ctrcum Fercnce 

N 7 88cm (3) cs 

Syndrome 2: Trégluctvides > 180 mgldl 


5: HDL Cholesterol < S0 mqlal 

4- BP 7 130|]85 mm of Hg 

5: Fasting bloo Sugar 110- 126mgldl 
140-194 mglal 


2hr post prandial Sugar = 


C c (cations of PCOS: 


Short Hrm Complications Long dem Complications 


l mfeihlihy |]: Heart disease 
2: Hirsubism 2: Encomehral cancer 
3 Trtequlas cycles: 3: Breast cancer 


4 ovarian cancer (+/-> 
S bíabektus mellitus 


6: Due to obesity 


Sitepapnea Metabolic  Depresston 
Syndrome Syndrome 


F Non alcoholic steat Hepahhs: 





Management of PcoS:- 


Always 1** Advice is — Werght Reduchon 


L Insulin Resistance: Doc— METFORMIN 


* MIC Side effet QE upset: 
x MOst Dangtrous side Check 

— Lactic acrdosis 
X Ut is not a Teratogenic. 


1 Irregular cycles Doc — OCP's (ptogcskyone Should be 
"eee 3'2 oy 4™ Gencrahon) 
elegram - atestpgnotes 


5: Hitsutism DOC — OCP's (progcskyone Should be 
3'2 oy 4™ Gencrahon) 









4. InPerhlihy (due ty Anwulahon) 





J* line Treatment: 
boc— LET RO20LE 
2^4 Doc — CLOMIPHENE CITRATE 














Q- Doc Por Anovulahon ín Pcos 
s LETROZOLE 7 CLOMIPHENE 
CITRATE: 
6: Doc for Anovulathon ín obese 
paticnts fS LETROZOLE 7 
CLOMIPHENE CITRATE + METFORMIN 












Pcos pahint ¢ T prolactin levels > 
CLOMIPHENE CITRATE + BROMOCRIPITINE 








Pecos pahent € ^ Insulin Resistance 
CLOMIPHENE  Cl'ieYiE + METFORMIN 










G. boc for Anovulahon CLOMIPHENE 
CITRATE 






Y Hmq (Human Menopausal 
Gonadobip my 


2: Laparoscopic Ovarian drilling 


(Burning Theca cells | shoma Of ovary) 














xx% C 

O 'O O 

* Advantage MD Risk of multi ple 
Preqnancy 69) OHSS. 


X Disadvantage: Tt can couse prematwe 
ovarian fatlue. 















X All ovulahon Tnducing drugs 
have 2 Side Cffects > 

i Mulk ple pregnancy 
à: OHSS 

















3'd |éne Treatment: 
Synineh'c QneH iin pulsable 
manner 





CLOMIPHENE CITRATE: 


X SERM 
* It has 2 Isomers, Enclomiphene + Zuclomipnen 





Y 
Antagonist OF Estrogen 


o 
bevels d Eshogen J 









pre Requisite 
for Clomiphene 


l A number of follicles starts 
Intact HPO axis qrowing 


N —ve feed back 0n FSH i's gone 


Iníba| dose—> Somgidi LE clomiphene 
MOx im um dose 100mql d Telegram - @Latestpgnotes 


Tt is a from Day 2- daye | Day s — bag à 


T chanced of 
Muth’ Fetal pregnoney 











tnen from Bay !0— Call pompt ang do TVS 
ko: Follicular monitoring - 


4 
Every day Follicle qrows vn Size 
by 1-3mm|dog 


Reach se of 18-20mm 
g Aive Inj Hcg which acts like 


ovulation Trigger: 
32- 36 hrs lates 





Ovulahon Occurs im about 60-404: pahints pahints Using 
Clomiphene Ctbate but pregnancy rates aie less becoute, 






Clomiphene cihat leads to 


Ihn Endomehium 
Coves not favors 
implantation) 


Thick Cewical 
(Ya cas 


Side effects of Clomiphene Cikole: 
1^ 


1 Q estrogen — Menopause like Symptoms 
2: ToOvutohon —— t chances OF ovasian Concts - 


à: ^ ovulation ——s 4^ multifetal Preqnoncy 
4 Ovulation. ———5 OHSS. 









s a: ORE" "aras." 


Cual Gamnmnnc—» MM palin i 
sual SUuWNpTOMs > IMM (aK ite 
Qi QOCMPTONS uUa 


¥ Promatase hhibrtor 


| x Antagonist of Estrogen 
ingenio Estoqen 


& Estrogen) (but not that much)| X E sho gen 44 ( drashcally) 


Cewvi'cal mucus Endomehium | Cewical mucus Endomehium 
Noe thick iS Thick Thick IS thin 


x Uterine blood Flow 4 Telegram) SEE me blood Pow LG 


Queshons:- 


G: Storing system Used for Hirsutism | O 
asm 


treatment ús 
Oy Danforth and Trotter Score i aul estradiol + peer l 


by Halter Score 
Cy Levonorgeskerol 
ay None 

















dy Mc knight Sco«rt 


Ril of the Fottoweng Ore. raised 
(n Pcos Except 





b» AMH dy Insula 





Oy Risk factors for pitpubatal Pcos 
“are all except 
G 


Ch Early onset Adrnarche 
dy Heko sexua) precocious puberty 


k 
ay Ovarian caxa'nomo. 
by Endomchial carcinome. 


H Ensulin Resistence 


ay Taiopathic Fhrsuh'ism 





ey Testosterone Sec Bing. tumor of ovary 
dy Adrenal Hy pesplasia 
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© ENDOMETRIOSIS 


Presence of Endomebial tissue (Gland + stroma) outside the ukrine 





Cavity: 
Site . 
Mc site "mu Site can abus any Rarest 
4 where în the Ovby 4 
Pouch of Doughlas 
Git 
Bowel 
Ovary > POD 7 Utcrosacrol ligament > urinary 
Broad l/gament > Fallopian tube Lung 
pleura 
It Can also occurs tn Scars of Certain Suiqau- 
Cesattan SCch'on 
Epr'stotomy — Scar Endomchiosis 
Pelvic Floor Repair 
Myomectomy 


Theories Related to Endomehvosis: 


Most Gccepted theory—> Theory of Retrograde Menshuaton | Sampson Theory 
of Implantation. 


Lbs 






| Th Given bu | 
eory of Implontation 

Theory of colemic Mayer + 
Meta plasia Ivanoff 


Meta stastic tneor 







Ovary (Mle site) 





i I. eee 


Endomchtosts —> Related t excessive CStvogen 


Risk factors Protechye factors — 
obese female Physical excerius c 
Nulliparous female Multi parity 

Carly Mencrache and Pregnani 


Late Menopouse 

Late Mar ige 

Late child birth 

High Socio economic status - 


Smoking 
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X Gene Associated wilh Endomchíüss —5 K- ROS g; 


*Mc Age — 7% 30years. 





Symptoms: 
MC Symptom— pañ 


2^* (4C symptom — Infertility 
34 MC Symptom — Endomthioma | Chocolate Cyst in Ovary 


ihme Symptom — Menskual symptoms: 


|] Pain 
* MC Symptom: " 
* Mc vavichy of pain —> 2 dysmenorrhea 7 Chronic pdvicpain > Dyspartunian > 


Low backache 
* Parn fs due tb —9» 1 Congestion 
2: prosta gladins 
X parn is related to bep of the Lesion g 


Management of pain fo Endomthiosis > 
L 


Medical Management: 
Moderate | severe. 


Meld | menimal 
| 
Treat like. 1° dysmenonheo; Treat disease pathology 
* NSAIDS Aim — Eshogen 
e OcP's Ccycles become ANovulatory) CH TOC 
Drugs which 5 Eshoqen- 
X proqesterone— Chepest 


£ Letvogole — Aromatase inhi bitos 


* DOno30l— comes Hirsuh'sm 
+. Tes nok pyeffere 4 


© Geshinone 
x mifepristone— can be used 
L, Tt causes En domo) 


2: Inferblity - 
| 2^4 mc Sumptom: absophy - 
Mild “due to Moderate | severe is due to 
X Inflammahon— ff cytokines X Adhesions blu tube and 
% Hormonal distur bonce— Testogen: luteus , tube and pathancum 
x Endomehiohc bissue 
"hn bay otoxic Telegram - @Latestpgnotes FZ, 
Un Explained * Management + TVF 


Management —(Clomiphine 
Crlvole + Eutr fo, 3 Cycles 


3: Chocolate Cyst Endomehioma: (3) 


*Mc site of Endomchtosts —> Ovary g — ln 


X Ovaries Gre involved ín 30- 40 Coses 

* Bilateral 

X- Ovarics are filled with blood — Chocolate Cyst 

° Tarry blood 

* Hemosidcenn p'qment 

* Itned by Pstudo KOnthoma Cells. 


* sige of Cyst < 12ems © 


* Management —> Cannot be Medically Managed: Tt was t be 
ttmoved Surarcall 
LGparoscoprc Surgery 


4 


Lap aroscopic Loparbscopic cystectomy. 
Clectvo coagulathon. 





4+ Menshual problems: 
Menorrhaqia — (* estrogen — T endomchiol prolilerabion — Shedding 
Encomehium) 


Important one lines 


1: clinical Triad 2° dysmenorrhea 


Infertility Du spareunia 
à Per vagus éxamrnation - 


Fixed Rebovatd uterus 
*Adenexal Moss 


*Nodules 0h Uferosacral ligament — Cobblestone Gppearace 


Investéqobons of _Endomehiosis:- 


15* Investiqahon — TVS — Chocolate cyst 
iid i Ground glass appearence) ` 





Small, Blue Red coloured white Peritoneal 
black cyshc lesion Cystic lesrons Scary defects 
Ute lesions 










Gold Standard Investiqahon— HPE 
NOTE: 





CA-125 are TT in Endomcbiosts 


Management oF Endometriosis: 


Marnly— Medical Management 


Surge 
Indcahions for Surgital Management 
Suppose if, 1 pahent has sntolerable pain * Adhestolusis 
2 Nok Responding to medical theraphy = *Ful guration of Lesions 
$ Ovary | Bowel | urinary System involvement X LUNA —Loparoscoprc 
Chocolate cyst: uktrosacral Nove ablahoay 


x Hysterectomy + BAO 


ADE NOMYOSIS 


XPresence OF Endomehial tissue inside the Myomchium 
Gk Endomchiosis Intevna. 


xh ge qvo up — Z% 4y ears Telegram - @Latestpgnotes 


XMC (n Mulk Parous Female- 
¥MC sumptom— 2° busmenorrhea a MenOtrhaqio. 


x st Invesh'gahign — SO (s) 
*l10C— MRL 


x Gold Standard Investiqahon— HPE 
X* Findings: 


* Myomchtum Heterogenous | € Thickeness OF Junchonal |* Endomebral glands 
Gppearcace Zone blu) Endomebirum Coming inside the 
kla: Salt 3 Pepper ap ` | Gnd Myomebium MG umm) inugmchium. If 2 L5mm 


(Normal 5mm) deep, below the Junchonal 


€ Myomchial cysts Zone 


X Subendomehial Shralons * Myomchium Hype plasio 
kla:- Venchan Biri + Hypertyophy 





*Per vaginal Examinahon ftnaing* 


X Uterus rs symmebrcally Enlarged 
* Sige oP uttrus— 10-12 Wk Preqnont ukrus Sige. 





x Uterus fs Mobile 
*tlanagemrot Df Adennmyosis — Total Abdominal Hysterectomy + BSO 
Questions 















i All are T Ci arang End on Yo SI $ 
gs Hormone dependent | Cond (tion 

d Can ihvolvc pi "d 

dy Ovary is the Most common Site- 


Gh: all 









by No: of lesions 
Cy site 
dy Stage of dtscose 


Most common Extrauterine site tobe affected 


GY REctovaginal Septum 
by Vagina 
Cy St moid Colon 








». Medvoxy progesterone acetate 
BS Tibolone 


Cy ANRH 
dy Danazol 
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© FIBROIDS G) 


XMC pelvic tumor th female 

xMc Solid Benign tumor in Female 

X Smooth Muscle benign Tumor oF uterus 

X Fibroid is Eskogen and progesterone dependent tumor 
Mc Gge qroup—» 35- 4Syears 

x Monoclonal in origin 


#407. Fibroids —5 hove — Genchic] Chromosomal ab 
MC chromosomal M E: A 







- 


X Gene mutations present in Fibroid — MED 12 p HMGR 2 gene. 


X Familial inheritense is seen in Fibroids (75 4imes T Risk with First deqicc 
Rclah ve? 
X-Eshogen dependent - 
Mc— Nulliparous female 
Mc— obese female 
Smoking — Protechve. 


¥Mc in African female 


X EPPect on Fibroids: 
pace No eted 





If Sic a T i Menopause — Suspect Malignanuy 


TyPes OF Frbroids- 


Mc> Intrautrine Extraucterine 


d 4) Cervical Broad li Goment 
S n Fíb 
Submucous Fibroid ( Beans ur eu 
Subserous Frhrord R ie on Tue — pseudo 


^ urinary Fregucncy Urinary Retension 






Submucous fibroids: — Further Classified into Gs) 


TyPE-O: submucous 


Ty PE-1 (201: in uterine cavity and 
<svl- in Myomehium) 


TYPE-2 (2/01. in. myometrium and 
<D]: in uterine cavity) 
XTYPE-0 and TyPE-L— Removed Hysktroscopicallu. | 
| ¥ lyPE-2 —9 Cannot be Removed Hysteroscop!call«- 


Broad ligament 


X Lies Lateral to ureter X Lies Medial +t ureter 


X Non Pendunclated K Pendunclated: 


* Never Coveied by pscudo Capsule X Covered by (à Pseudomembrene 


X- True Broad ligament Fibrotds presses 
on ureter 


Hydrourker p 
Hy dronephibsi's 


^ Erg ce 





[m portant one liners - 


x MC Vaticty of uterine ——> Inhiamural frbrodd 
Æ To begin with all fibroids are STATA fibroid 


X MC F'broid causing symptoms— submucous fibroid 


X MC Fibroid Causing aborhions —5 Submucous fibroid 


*MC Fibroid Causing 1nferblihy — submucous fibroid 


x Mc Fibroid to undergo Malignant transformahon—> submucous fibroid 


XMC Fibroid to undergo Torsion— > Pedunculated subserous Fibroid 
*MC Fibroid to undergo calcificahon— Subscrous frbrotà- 
a 


Subserous fibroid on 
hon 8. 





«Popcorn Calcification 
e. 


XMc Fibroid to cause Urinary Symptoms— Cervical fibroid- 


X Mc Fibroid leading to utrine inversion —9 Fundal m, 


Wandering Fibroid —» Pedunculated Subserous fibroid which has lost its 
COnmechon With uterus. 


Structure of Fibroid: 

*Rubbery in consistency 

X whorled Gppearence 

X AIJ broid are Covered by Pscudocopsule 


|. Blood vessels Supply ing 
Fibtoid are present in 


Blood vessel pseudo capsule - 
Fibroid 
— 5 Pseudocopsule 







pus oH pac Least vascular part 
Periphery of Fibroid "E OF Fibroid 
-. Calaficahions begins Degencrahon begins from 








From periphery Centre. 








XMC beqenerahon — Hyaline degeneration: 


X calcateous degeneration | calcificahon —> Mc in Subserous Fibroid 


* cyshe degeneration—> Post Menopausal female 


x Red degenerahon—> Speatically in Pregnancy (24 Trimester) 


Least common Change——» 


me mum m Leiomyosarcoma 

* Mc fibrord — Submuwsal Fibrotd- 

* ON HPE—> * Losses its pseudocopsule 
* Whorled paticrn lost 
* Mitosis. present CO 

X Clinically — 4 síae, painful- 





Red Degeneration of Fibroid: 


X* Specific to pregnancy (mc | 


*  Asephic Thrombosis [n the blood vessels which Supply 
fibroid 
| 





Asephc Necrosis of Fibroid 
J4 


Qo — Pain in Abdomen) Nausea, vomiting 
ON HPE— Salmon pink in Colour 


X Inveshgahon— Although Asephc, bul stil 
Presents wih Fever j 


WBC {— Reachonary 
ESR Changes: 
* EMT 
Do's 
4 
XConservahve management XNo Anhbiohcs 
X Analgesics X Do nok terminale pregnancy 
x Anh emelics 


x Dd not do myomectomy 


Telegram - @Latestpgnotes 
* Rest 


Prescntahon of Fibroids: 
X MC presentation—> Asymptomatic: 


X MC symptom — Menshual, symptoms 


MC If Mehotrhagia Never leads to 
C Erregular bleeding) Amenorrhea 


4 
Menorrhagia 
1 Fibroid polyp 


Reason: 1: suface aca 
(total surfate area) 
a: since fibroid is a Estiogen dependent 
Tumor, ^f Levels IN Estrogen in this 
Pahicnt — Proliferahon of Endomehtum— 
Enhre proliferated Endomchium Sheds 
= Iceding 


3 va scularity of fibroid T 


X Pressure symptoms— 
Veins | Lymphahcs ==> varicose veins, edema 
Rectum ond Insteshne=> Dyspepia, Conshpahon 
urinary Retension 


* Fibroid does not lead 4o Pain in Abdomen 
j if pain is a Primary Compliant — it may due tp 
* TORISION 
* Red degeneration 
e Malignant Transformation V 


Fibroid Can lead to Dysmenodirheal secondary dysmen rhea OX primary 
dysmenorrhea) 


X Fibroid Can Never lead to Dysperunia. 
#34 cases of Fibroid -—— Interhlity 
due to - * Submucous frbroids interferes with the Gscent of the 
Sperms 
e IF Fibroid neor to fingle of uterus— block tubal ostia 
* jt hinders with Implantation: 


Effects of Fibroid on Preqgnancy=> 
1. InPertility 


2° ^ h bos k on Telegram - @Latestpgnotes 


3: t preterm labour nN 


A T Abrupho placenta 
5: Malpresentation 
6: ^ PPH 


Y: 4 sub involuhion 


Inveshgaton Of Fibrotds:- 


k Ioc for fibroid — usg Gvs) 
* Für small submucous fibrord 


NY 
Hystero scopy (Invasive > 
X Saline infusion Sonography 


X- HSGq Cfilling defects) 


Csubmucous fibroids) filling defect 





Differenhal Diagnosis of Fibroids‘ 
X Adenomyosis: 


Endomehium Grows 
Insrde Myomehium 


%*MC Complaint — Menorrhagia *MC complaint — Menoirhagia + 


dysmenorrhea. 
xAqe— 35-45 years 


*Age— 7% 45years 
(Reproductive Gqe group) 


X Nulli parous X Multi paru s 


*Irregulaily enlarged Uterus * Symmehically enlarged uterus 


X Size of uterus— 16-20 Wks preqnont 
Uterus 


Sige of uterus 10-12 Wks pregnant 
Uterus. 
X uterus Is non tender % Uterus is tender — kat HALGAN 


Telegram - GR atestpgnotes SIGN 
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x LIoc— mer 





X Ioc— Usa 


Management of Fibroid: 


Asy mptomah c 
1j 





Symptomatic 






Follow up by Gnnual 
pelvic examination CLirespective oF their 53A 


Surgeng. Medical management 
j l 






Indications for Surgery in 
ALI u Fibroids: 









L Pedunculated— TORSION Indications: * URE @® 
2: size of. Fibroid is Increasing Æ TF pahent refuses MRq HIFU 
3: suspechnq Malignancy. Sur get 
ae LLL I x conf dealin for | 
. Surgery Only In 
X UAE Ultrincartery Emboli sation X Correck Anemia befoe female 
x.MRq HIEU — Magnefic Resonance Surgery Who have 
Guided High intensity focused X Reduce Sige of fibroid completed 
ulkasoun d Before Surgery Haetv 
X Patient nearinq Family. 
Menopause 


Surgical Management of Fibroid `- 





Remove uterus + Remove Fibroid 


Fi broid 
MYDMECTOMY 
TYPE 1 HYsTeRecToMy | 
TOTAL ABDOMINAL 1- 1£ Family is not complete 


HYsTeRE cTOMy (TAH) 


Indicahons for TAH 
1 Age oF paticnt Z 40yeais 


2° Family Complete 
3: Excessive Bleeding at 

hime of Myomecfom 
A Fibroid is associat 
Wih Malignancy: 


2: (o Recultent Gborh'ons 
€ Fibroids 
3* Clo Infetilrhy c Fibroids 










MYOMECTOMY : Telegram - @Latestpgnotes 
Prerequisites: 


Anemia Should be corrected 

Arrange fot blood! 

Consent for TAH 

Husband's semen Analysts Should be normal 


HysterosCopy + Endomemal Biopsy if Patent do of 


inegular cycles to rule out polyp Endomehial 
cancer: 


yi E 


‘Timing: — Post menshual phase: 





Methods to V blood loss during myomectomy :- 


1: Preoperatively — GnRH is given — to Y, vascularity 
of Fibroid: 
2: Time — Immediate post menshual phase. 


3 TO give Hypoknsive Anaesthesia- 


4- Give Inj. Vasopressin to serosa Qwcilying the myoma 


5: T€ Torniquet to the utcrine artery 
Cif 7 45min —9 Release them intemittenty) 





Bonneys myoma screw Bonneys myoma clamp 
L, used to hold Fibroi'd 


Conhaoind icahons- 


L Large broad ligament Fibroid 
2: small Mulhple ~frbroid in uterus 
5 Assoctated with Genital TB 

4* During pregnancy 


Routes of Myomectomy: 


Abdominal | Laparoscopic i Hystero scopic 
Myomectomy My omectomy 
4 


* Blw Abdominal and Laparosconic. Tvp£-0, TYPE-1 





Submucous fibrotds 


Because, 
Y Blood loss 
4 Morbidity 
X Hospital Stay and 


Early Resumphon of Gchivihy 


Earlier > only i aud uA 
cae myomectomy fs 


® chances of MM 
Now — This rs not TRUC 












X LaparoscoPic mYomectomy done for; 
1- Intamural Fibroid — 
2' Subserous fibroid 
3: TYPE 2 Subserous fibroid 
4+ NO: of fibroids < 4 
S- sfae of fibroids < 10cm 
= 


XUsed lo see inside uterine Cavity 


*Always Use a cum 


Diagnoshc pst Hy sterbscopy 
| 
C02. Fluid 
Hypotonic Fluid Isotonic uid 
(Fluid Poot in Elecholyle9 (Rich in elecholutcs) 
5j. mannitol Normal saline 
3]. Sorbitol 


LS]. Glycine 
*MIC complicalion — Peiforohor 





Monogemnt:- 
Fundal 29 Obsavahon 
> Lateral — Immediate Laparotomy 
Posterior ===> Tmme diate Laparotomy: 
legram - @Latestpgnotes 





X% Mc complication 






Be nailed . ve š Thaid de'e iant) 


T | ba eee ee ee ee Ie ee, m es 
Hy ponahemia 61) 
JL 


Cerebral Edema 


HyPotonic medio 1000 mi 





Tsotonic media 1000ml 


Patients who have completed theit d 


HB RUNI Embol i 3ab’on (LURE) MRq HIFU 
done via femoral artery X tn MRI Room pah'at Should 
Using Poly vinyl alcohol | lic for 2- 3hrs 
Gel Foam X High Intensity Usq Rays 


are focussed on Fibroid 
Sb that fibroid burns: 

X conhatndicatons:- 
© Size Of fibroid >1ocm 
* Grae OF uterus > 24whks 








* Obshuchon in path of 
rays — Bowel] Foreign 
body. 


* Fibroid does not disappears, But 
Slowly shrinks in its sige 

X Both these methods aie not done in femal 
Who want pregnancy in futur. 


ye Medical Management: 






*k Blood loss but NO WY siae of Fibroid 
effect on slac of Frbroid Eventually Y Blood loss 
X TRANEXEMIC ACID 
X PROGESTERONE Y Estrogen © Progesterone 
* OCP 
X Continupus ANARH X- ULIPRISTAL 
* LETROZOLE X MIFEPRISTONE 
"ie SENET 


X QESTRINDNE 


FiGO Classification Of Fibroid: 


TY PE = 


Gueshons - 


O: 
Gy ovaries 
by Fallopian tube 


Q- 





«X0y-Menorrhaqia. 
by Metrotrhagia 


8. 
Gy Red degeneration 











L J- Submucous Fibroid 


y Intra mural Fibroid 


5 
6 - Subserous Fibroid 
i 


8 $— Exha uterine fibroid = Broad ligament 


, - Ulrpristal acetate is alan 
Or ureter OY GneH agonist 
dy Gatine's duct by Androgen antagonist 


Cy selective estrogen Receptor modulator 








Cy Dysmenorrhea 

dy urinary Symptoms O- calcareous degeneration occurs most 
Commonly ín which type oF Fibroids 
Gy Sabmucous 


m cy Intershtal 


Cy calcific degmeration dy ceryical 


d; Malignant transPormation 
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© MENOPAUSE 


Permanent Cessahon of periods for 12 montns duc to absence @ loss of ovarian 


achwty 
Age Si ycars (n) 


Tn India— 4t years. c 5 
Penrod fiom 39 years to Siyears (s called. à& perimenopausal period’ 


Pre mature Menopause —» < 4ÜOuear 
Late Menopause — Z 


Patho physiology 
uL oF Ovary 








Ovarian Failures 


No more follicles (n ovary 


No granulosa Cells NO Theca Cells No ovulahion 
Eshogen @ Tem s v progesterone 
X- Responcr'ble Foy Symptoms Y Libido 
of menopause Amenorrhea ALa 
* (A) Eshogen tn for% 12months 
Menopause sD 


Andrò stene dione Testosksone 


EL E2. 


4 
(^ Qranuloso Cell 7 Only n Granulosacell 
Odipose h'ssue 


Ad Pose 


Adrenal gland — Androgen — eue > EL 


E1ssuce. - 





Y. Estrogen 






Y Bone mass Dry ncss fa Vagina ^ chances 5aqqraq of 
[ Osteoporosis] A l of Heart skin 
Senile vagiaih's disease 


Y Vs Osteoclast —Ve feed back 


» li on 7 H gone 
SSHDDIOSE Bone Resorpnon 
O Telegram - @Latestpanotes SH 4 


Rank ligand 


ESTROGEN>5 OPA | 
(Coste oProteq rin Protein 








* In a Menopausal female——> Serum LH $ FSH OR raised 
l 


passed through Uhne of 
Female 


4 
ka- fHmg)lHuman Menopausal We prepare Synthehe Lit $ Fsh 
qonodoh op hin) 
v 


d chances of mulhfetal pieqnoncy= 30¢ 
2: Risk of Ovarian Hy pu stimulation Syadiomt = 54 





* Most charactrahe symptom oF Menopause— 
(Vasdmotor symptom) 


Y estrogen Coínsidcs with 80-1- of 
LH surge Menopausal 
females. 


Manag cment of Menopause :- 


HORMONE REPLACEMENT THERAPHY CHRT) 
Ba aa 


Indícahüns: * Indicated in all Menopausal females who are 
experencing Aymptoms of Menopause. 


* Special tndicahons > 
1 Prematuie Menopause 
2: Menopause due to Surgery @® Radiahon 
3 Gonadal dysgenesis . 


How to Give HRT? -+ 


X IP female uterus is intact — Eshogen 4 Progesterone 
4 


Oral | Transdesmal 


Xf Utrus 7s absent Only Eshogen. 


|. | Standard dose 


Conjugated Estrogen 0:3[ 0: 4 mq 


Mécroni3ed Estogen img O'S mq 


Ethinyl estradiol Smeg as mcq 


Acetate 1 1 1 
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Indfcatons Of Transdermal Estwogen Patch fn HRT 


X ^ Risk of Thromboembolism X obese with Metabolic X syndrome: 
L Pakhent has 4 Ti'glucende s- 








Management OF Osteoporosis: 


OVERVIEW: 


pere Management 5 Noh Haone Drugs 
Bisphosphonates like ALENDRONATE 
2d [ine Management > # HRT 


Uterus is Intact uterus absent 
Estrogen + Progesterone Only €styoqen 


X TIBDLONECEShogen+ Progesterone like activity) 
* SERM— RALOKIFENE 
* Some Special Drugs: 


OSTEOPOROSIS 
"Teo EOS 
& d Bone mass 


^^ chances of Fracture 


Most common = Vertebral Compression 
Othevs - * Colles 3t 
ott of femur net. 


* Scrcentng (s done in female > 6S years: 


DEXA SCAN— measures Bone mineral density 


Compare it 
Female ot Her age pomale a young age 
Z- Score T- Score. 
pon =» =< 






Bone Forming 


X 
"orci RANK LUGAND 


At low Concenhahon 
PTH Stimulates osteoblast It should Not be 
and ^ Bone formation - Telegram - @Latestpgnotes Qjyen to pathint with X colicum levels. 


Eq -Synthche PTH TERIPARATI DE 
2: CALCITONUN— fnhibits osteoclast 
SAUCALCITONIN (zv | Nasal -spra 


|: DENOSUMAB — Bind to Rank ligand Gnd 
hihibite osteoclast: 


$ BISPHOPHANATES— acts on osteoclast and m i 
inhibit it (66) 


Alendronate X Theyare 1t line treatment of 
i Orally 


Thandvonate Osteoporosis 

Risedronate * Side citet Qasmithis 

Zolendronote—5 Tlv * Long Rim uce — Leads to osteonecrosis of Taw 
(Rate) 


^' Seem | ESTROGEN Acts on osteoclst Gad inhibit it- 


x Raloxrfene 
«Y 3 by 501 * NO cffet on utrine Concer 
* HDL * Side cffect — 
e Geo J 194 * ^4 chonce of thrombosis 


* 1 Breast Concer 


Æ Epa Approved New Drug — seem=> BAZEDOXIFENE + ESTROGEN 


L Can be uced For heating both Hotflush:s y Osteoporosis 


a TED RRCURCC ONERE B B's phophcnales 


C> catletonin 
TERI PRRARTI DE. 
* Acts on Osteoblast 


ə Itis qiven ín a Gmplitude. 
* Can lead to Bone 


<. Should Not be used 7, 2 years. 


OSteo toe? 3 
Arh 
Prevent Treatirn Both 





D— Denosumab 
E> E strogen| SERM 


X CAUCLUM e PENDSUMAB > HRT 
Daily Requirement * SALCALCITONIN * TIBOLONE 
Cal c( a.m => * TERI PARATIDE e BISPHOPHONATES 


* (n Females with *- SERM 
Aqc qrou p oF 3t- SD qears 





* fa females with age 
Qroup of ^ Siueoss 


l 
| d200mq 


X VITAMIN-D 


ín Low Rsk female= 
High kikk Female 
g R fe Telegram - @Latesipgnotes 


Management Of HOT FlusHES* 
ist 








line Management — HRT 


Uterus ie C9 absenk 
4 4 


Estrogen + progesterone Only Estvogen. 


2M line Management — * TiGoLoNeE 
e SSRE ——> FLUOXETINE, NENLAFLEXNINE . 
e CLONIDINE =È 
* GABAPENTIN 
* PHYTDESTROGEN 













FRALOXIFENE™ Cannot ) teat HOT flushes: 
AZEDOXIFENE — Can be used teat Hot flushes- 


X SERM— ETHINNE ESTRADIOL + B 


Management of senile Vaginitis: 


X ESTROGEN Crcam— PRemngIN. fov local application 
X IP symptom less — Lubricants (k- Y jelly) can be used. 


23 ox 
ek a | 


asalcells Gre predomhate cells fa post 





Meno pausal female. 


© ANATOMY OF FEMALE GENITAL TRACT: 
FALLOPIAN TUBE $ OVARY 


FALLOPIAN TUBE: 


Isthmus 





| Fimbriae 





i Prmpu lo. TNT 
Intershihu wives 
(Enea C) OVar icus 


Length of tube > 7 -12ems (average: LOcms) @) 4 inches. 





L Intramural Lascom long: | 
Pavt diameter. LARS LASSA] musde fibre: IH 


is mode of n circulat muscle fibres 
6 * 


r 0:3 to Imm in 


1: Isthmus L5crn long: 2'* NGrrowest part- 1-2 mm in 
diamety 4 
** Physiological Sphinctey 


4° Fimbriac L 28m Long: 


Ferhlizahon occurs fn — Pmpullo. 

Ectopic pregnancy Most Common in Ampulla 
Maximum plicae | mucosal Folds — Ampula 
Port cut during tubectomy—s Isthmus. 





TB causes block rh —9 Cornual ena of tube 


KK 5k OOK Oe 


Lining of TUbe - . 
—s. Ciltated | Columnar epithelium 


Gonococcus causes block in —> Fimbrial cna of tube- 


Reversal of tubectomy best in — IstHmo- Isthmic anastomosis 


— Most Common varietu of cancer Occurs in tube > Adenocorulnom os 







alia 





Æ movement 
Cells in Tube + 


Crliated Columnar Seerctosy cells 
cells a 


Pyruvate Sections 


Provides Nubihon to carly 
Zygote. 


Blood Supply = 
Medral — uterine artyy 
Lateral —— Ovarian artery 


Lymphatic Rrarnagt: 
Mostly Para aortic lymph node: 
Along paa end 


Along à round ligament 


o, c3 e! 


there Function is 
Not KNOUN. 


Drains into $uperfitta| inguinal lymph node. 
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Men, supply Ty Tia ba 


———M—M—— —— -—7 S—À 
[Ta untunhned Crt*opie Dieancon u— Dain Cc d rds 


CUM Sttekching of fallopin tube— 
Development - Unfused parts of mullerion ducts 


6-7 





OVARY 


Dimensions- 
Lengthy 2-Scems 
Width —> vrS-2cms 
Thickness — 0'5- Y S cm 
weight —> 5G8m— l0gm 
volume —> Average Volume “A Reproduchvc age femalc 3-6 cc. 
maximum volume — 20cc. 
Post Menopausal —> 3- 4-cc Coverage) 
lo cc Cmaximum) 
Located: 





But ín Intautaine Life — It is located near T10 segments 


"n 





of a Shuchie klo 

2NACULUM 7 

Ovary will descends down nto 
the pelvis 


Uterus Divides the §uBeRNACULUM inato 2 pats 


proximal part Distal post: 


mcm 


" i) 
MEMO ( ° 
UU E Forms (Round légomcot 


Ligaments Related to ovary: 





Latcsal pelvic wall 


-ovarian l/gament > connects Ovary to 
COrnu a of uterus 


@.- Infundebulo pelvic l'a ament | — Connects the Ovary to pelvic 
Ag. Suspen sory ligament Side wals 


oF Ovary — Ovan Neves And Vessels ar prestat 
fn this ligament 
©- Meso varium — poit of Brood léqa ment anterior to 
mmi 4: 


Fimbriae Infundibulum Ampulla Isthmus Uterine part 









Suspensory ligament 
of ovary 


Ovarian artery 
and vein 
Mesovarium 


Ovarian ligament 


Round ligament 
of uterus 


Internal os (internal orifice) 
Isthmus of uterus 

Cervical canal 

Vaginal artery 

External os 


(external orifice) 


Vaginal rugae 


Relation of Ovary- 7 
L P = 
Internal lac 1 


ari External 





. Superior] anterior —> External iliac Grtery 

© Posttnior—> Internal iliac artery $ Ureler 

e Medral— ovar’an Ligament 

* Lateral — lics fn d + rnfundibulo 


Pelvic lament: 
in its floor 


Obturator Nevveé lies: | 


Important Concept + 
Ovantan Tumor — presses on Obturator Nerve 


Reffered parn to Medíal ) 
5€ 0| Thigh: 


^ « Germinal Epfihelium 





Hístoloqu of Ovary: 











| | ec 
4 
Surface epithelium: 
. 1 et - amori P t 
Tunica BlbuqaeO sea orn nn V a 
epithelium «7, - M ` Fi ji Y "T m 
Tunicaalbuginea ., ES v ad í Nus ES 
Esa ; en - mde. VAS Ss : Ede 
p Pas T" H »^ mn 1 gie 
Cortey —9 X Qeim cells f Sede os MID Vu a 
1. Follicular: Granulosacells DA MOLDE 
if "t g A : $ 
t 2 ves ü 
Medulla— x Myoíd like contrachlle cells © y. e 
n * au f ha qe HE ‘os 
i Re s E i Graffian folicie 
* Hilas cells—> secrete Androgens is v3 
l Gams s í n } 
Stroma M ksen celis EVI SS 2] 1: 
4 ^ ^. J^ : 5 B d D ga 
Blood vessels and Newes: ES SET A 
i p» rd E 


ge 
Oríq Pn of Qvary -— Arises Prom Genital Riage 
Hormones produced —> 
. Mar'nly ` E2 (Estradiol) 


e Et 
« Androstened one 


Blood Supplu—9» Ovarian artery (Branch of Abdominal Aorta) 


* Testosterone 
* 140 - 0H— progesterone. 





Venous Drainage: —» Right ovarian vein—> draina (nfo Ivc 
Left Ovarian vein — drains fnto ui Renal vein 


dran into Tvc 


Lymphatic Digtnage:—> para Gothic lymph nodes: 
Nere Supply —> Ovarian plexus 


Telegram - @Latestpgnotes 


© ANATOMY OF FEMALE GENITAL TRACT: @) 
UTERUS AND CERVIX 


UTERUS: 
x5hape —9 puriform 


r 
L. 


SRL 


Size oF uterus — 35x ZSxtS inch 










Anatomical internalos— the past 

Round ligament of uterus Where broad Ulesine 
Cavity Converts into G Narrow 
Fallopian tube Cervical canal 


Parts of Uterus: 











Ovarian ligament 

Histologically internalos—> hhe 
part where uterine Epithelium 
Converts into Cervical Epithelium 


Ovary 


Jsthmus 
Cevurnd 


Internal 0s (Anatomical internal 


: Isthmus— Part of uterus blw 
Histological internal os 9 


Gnalo mical and Histological 
Internal os 


Structures Gttached to Cornuo of Ukerus:- 


From Anterior to posterior From Superior to inferior 
R> Round ligament CF allopiantube 
T— Fallopian tube 
suu Om OVartan Irgament Round 


Fira nham Jenputa mos Uta port qa mit 


OVarian ligament 
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ISthmus: 
* Lower most part of uterus 


sue B Present blw Anatomical fnknal Os and Histological internal os below 


X It is Small, o:s fn Non pregnant females and Scms ín pregnant female 


X Louer uterine Segment formed Lale in pregnancy 

X Sae of Lower Ultrine Segment at teym—> Scms 

X Length of Lower Uterine Segment at Loabor—-s jocms 

* Lowtr Ubtrine Segment Can be tdenhhed by — loose fold of peritoneum 
Gttached + it: 


Histology OF Uterus: 












SCr050 (ou femost layer) 
Myome hu m(2:5 ims thick) 


Innes layer — Endome hium l gland + stxoma) 


Outer layer _ 
(longitudinal fibres) 


— 
<> 
N EE 
A ! 3 
<— D va 
Co 
S> 
4 J 
; 
4 


Living Ligature 


Inner layer 
(circular fibres) 


fibres Runs fn criss | 
Cross Manner — Ulhen Uterus 


Conhacts , ale conshicts BIDO VESTENS" 


X Tnaer most Iquer ^£ ableiuc Pe 





_ om Put Ia doe Mm t CN ey ae e a 


contains glands and Shoma 


Lrning= cilialed Ghd Non Cilfated columnar 
Epithelium - 
Layers of Endomehium-- 


 Endometium 


Superficial Layer Deep laycs 
Shatum Spongiosum Swalum Basalic 
Shatum compacto. Responsible foy Regeneration of 
Jj entre Cndomehium (n the 
Shed of P during next Cycle 


Menshual cycle 





Peritoneal Relatrons of Uterus: 


«co 
eo 
ukerd N 
pouc s pouch oF Douglas 
Cculde sac) 


Peritoneal covering of the uterus 


Peritoneum covering 
the superior surface 
of the urinary bladder. 










ed | 
D 


abnormal fluid 
in the abdominal 
cavity behind 
the uterus 






Rectovaginal pouch 
(Rectouterine or 
Douglas pouch) 
Uterovesicnal pouch 
(Vesicouterine Pouch) 


Telegram 





Fluid in pouch of Douglas 


Col potomy — To drain the pelvic abscess 


Blood supply of uterus: 


L uterine actu — Branch of Anterior division of Paternal iliac arty 


2- Ovarian artery 






Broad ligament 


Ceurdi'nal lig coment | Mackendot 
Irgament | Transverse Cervical 
ligament — , 


Toternal Pelvic side wall 


Os 





Water under Bridge. 


% 2cms Lateral to fnkinal 0s—»9 uterine at try direcHy Crosses OVey 
Ureter— kja Water under Bridge 


ty unae 






uterine ài tery 


| P 13 | EY 
à itis n ine Hu Le re rl, , 
TriiUusu GUIN | STEI OMN | 









X Important branches of utrine = 


Branch to uterus Descending Cesico SAMSON artery 
Vaginal Gttery { 
From outside to uU Supplies Round 
Inside Supplics vagina ligament 


Ovarian arte Gnd Cervix 
U— Branch of uterine artery : 
A= Arcuate artery 
R> Radial artery 
B> Basal artery. 


S= Spiral artery 


Arcuate artery 


Radial artery 
Basal artery 


Spiral artery 
gnotes 


E o 


Myometrium 
Uterine artery 








myome rium Ae) 
N Go) 


Basal layer of endomehium 
Supeifictal layer endometrium 






Arcuale Spiral artery 


artery Radial artery 


Lym phakic Drainage: 


Fundus — Para aorhc Lymph node: 
Comuc of ubtius — Round ligament —9 Suptificial Inguinal Iymph node 


Body — External iliac + Internal iliac Lymph node 






Basal artery 


Nerve Supply - Tio — LL 


Development: rt develops from Mullerian ducts: 
USUAL POSITION OF UTERUS 


Posthion of uterus 


areal en! eren 


Retrovetted uterus—> Fundus 
0f uttrus points towatds 
sacral promontory: 





ANTEVERTED ANTEFLEXED UTERUS 


Angle of RntcHexibn 








Angle of Ante version — angle blo 


Ceyvix Gnd Vagina 
= 490° 


Angle of Anteflexion—> angle blo 


Ce X and Uterus 
= 120° 


Cer y 


Angle of 
Anteversion 


Va gino 
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Round ligament 





Passes via Inguinal 


Canal Gnd attachs to 





Majora: 
inguinal canal 


» Labia Majora: 


CERVIX: Length of Cervix in Non pregnant Female —> 2: 5cm 
In Pregnant Female —9 4— 5cm 


i | supra vaginal cervix i Porh'o vaginalis 
part of cervix, which is Part of Ceruix, Which i's 
Close to Uterus close to Vagina 
(t Sem) (125m) 








> ENDOCcERNIy—=> lined by columnar epithehum 


EXO CERVIX] PORTIOVAGINALIS| ECTOCERWIX 5 lined by 
Squamous Epithelium 


EXTERNAL OS: 


TNulliparous | Muthparous | 


O 
Pin point | 
Circular * IE is Originally located ín 
External Os 
X 1tis a Dynamic point => 
keeps Moving under 


ON Perspeculum examination Influence of Hormones 


Exo cervix (Pink in color). 





SRUBRSD CHINA JUNCTION 


Transformahon Zone( while | pale tn Moves out| Moves Inside| 
Endo cervix CRed ín color) color) towards towards 
telegrami- aa as ExOcervix Endo cervix 


lva l 
£ Pusey (+ Menopause 
* pills J 


e Pregnancy ) 





~ 





Normal cervix uh aneian zone 
Blood Supply—> Descending Cervi vaginal artery 


[p' ?! 


at 40 at 30 clock placed at 30 clock and 
Clock j q'o clock posihon: 
à 4 E ] | 


Should 








Clock posihion- x 


Lymphatic Drainage: 
H — Mypogashit Lymph node | Internal iliac bjmphnode. 
O0 —— Obturator Lymph node 


P —— Presacral| ureteric Lymph node 
E —> External iliac Lymph Node. 


Obturator Lymph node. 


Urcitric Lymph node: 


Not involved in cancer COMIX ) 


4 
IP Involved at indicates metastasis (Stage Tv) 





Nerve Supply - S2—54 (-. pain in Later Stages of Labor due to dilatation 
cervix, 1S Confined to S, 7 S4. Segments 


Development: Develops From Mullerian duct: 






8. Before Puberty— Ceux is longc than utcrus 
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At Puberty 





| 6 Yt 









— 


Menopause 1:1 Cboth undergoes 
Atxophy) 





© ANATOMY OF FEMALE GENITAL TRACT: 


VAGINA 
VAGINA 


NC 


X Fibyromuscular canal connecting Cervix to introitus 
X Posterior wall is longer than Anterior wall. 


X 4Ffornices— Anterior, Posterior and 2 lateral 
Anterior Fornix— Shallowest 
Posterior fornix — Deepest 


* cewix and lateral Fornix oF vagina are related; 
i uterine artery 
2: ureter 
3: Cardinal | Mackenrodts ligament: 


X Vagina doesnot have any Glands: 
Vaginal discharqes—- Endometrial 
1 " d WICC! bas cl 
loa 






* Bartholin g 





| (Loc i bacilli’) — 


Converts glycogen ín Vaginal epithelium 
(ho Lache Geid 
(-. PH of Vagina Acidic) 










Doderlein bacilli P present Gt time of birth 





ni uh Ground at todays (after birth) 


Reappears Gt pube) ly => disappears at menopause 


|| | hae — [| Vaginal Ph | 
X Bt birtn | Newborn 


X At childhood 
(Before PubeatyS 


X At Pubuty PH chonges From alkaline 
Into acidic. 


X At Reproduchve age | 45 


* At Menopause 6-8 
* At Pregnancy 


X At Menshuation 
CGlood — Alkaline) 





Lining Epithelium + — Non Keratinized stratified Squamous Epithelium 


But fn newborn female — vagina is lined by 
Transthonal Epithelium 


Blood, supply = 
upper 113 — Descending cewicd vagtnal arte 
Middle 1/3 —9 Internal pudendal artery 
LOwcr 1[3 — ? Middle rectal artery: 


Lymphatic Drafnoqe-- 
upper H3 — Hypogasnic, Obturator, Pre-Sacral and 
External íl'ac lymph nodes Ctr ore) 
Middle tld — Internal iliac lymph nodes: 
Loucr 43 — Superficial "nguinal nodes: 
Nerve Su p pl y . Telegram - @Latestpgnotes 
upper part — 52- 54 
Lower part — Puccndal Neve 


Development of Vagfno- 
be — Mullertan duct upper 243 (mesodermal) 


en Lowey 13 - Urogenital sinus ( Sinovaginal bulb) 
(€ndo dermal) 


BROAD LIGAMENT: 






Broad ligament 


Ceurdinal ligorent |[Mackendot 
lg arent | Transverse Cervical 
l’gament — |, 


Tnteraal Pelvic side wall 


OS 


Ports of Broad ligament - 


l- Meso salpinx — Close to Fallopian tube 
à: Meso Ovarium — lies antertdy to ovary 
3: MesoOmehium — Rest of the Brood ligament i-e which in near to 


Enclome hium: 
Content of Broad ligament = 

Tube stvuctures @ligament Veshgeal Vessels 

© 4 Stucluics y 

J A= ovarian ligament 4 ls ovarian artery 
l uicter R= Infundibulo pelvic 1* EpoDophoron 2: Utrine dytery 
2: Fallopian Fubc ligament 2* poro 00phoron 

C= Round ligament 5 Garnet's duct 


D= Cardinal ligament: 


LEVATOR ANI MUSCLE -- 


Pelvis fj Levalor Ant — forms Pelvic diaphragm 


N divides into 


= Pubd CO GG CQL atpstpgnotes J. Tilíoco ccy g eus 
< 


perineum 


Pubococygeus proper 












Tschio CaytynouUs 
UROGENITAL TRIANGLE 


(S) — S eutosrongiosus 


Supe ficial hanverse. perinei muscle 


\J Ischial tuberosity 


i ANAL TRANGLE 
Pertnea 


Superior layer of urogenital diaphragm 


— cone 


> Perineal membrone (inferior loyer of 
Urogenital diapnrogm) 


[D se Fal pineal puch 











Suparhiuco Faua 
Skin 
Deep Fascia | 
COLLE's Fasua Beep perineal pouch — contains 


Deep Transverse perene’ muscle. 


Muscles attached to Perineal body!- 
mnemonic 
1-@ulbospongiosus (Bulbo Cavcrnousus) Y 5 
perfical” transycise PERKE MUSTE Giese 
3: Muscles of External anal sphincter: 


4: 
uw. 





ep transverse perinei muscle 
vator Ani Muscle 


6 Exleinal urethral (Sbhincler: 
Pe aite í = : 
( Muscle hot attached tb Perineal body —? Ischtocavernosus 
a OO ee” 


aor c 
urinary bladder frons, pia tsternei Mens 


ferras atc 
Sgweier 


uretrae 


fereeni boty 


Wwettro 


vgra — 





taerra: srai igrecter 
Q uestions:- 
Q-A 24 ueor old woman with a G. with reference to vagina which of 
—À Ectopic pregnoncy iS admitted | te Following statement is not Correct 
to a hospital for culdocentesis- A Oy tt has mucus Secrehng glend 
long Needle on the Syringe is most by tt is Supplied Ukrine arki 
EftictenHy | inserted. through which Cy tt ts lined by Shahied  Squomous 
oP the F ollo wing Shuchures: Epithelium 
dy LE'S posterioy wall is Covered by 
GY Ank ror fornix of the Vagina pesto neum 
by Posterior fornix of the Vagina 
Cy Anterior wall of the rectum O A 54year old womans comes to o 
dy Posterioy wall oF the Uterine body local Hospital for uterine cancer Surgery 
€y posteribr Wall of the bladder: As the uterine arty passes Rom the 
Internal iliac artery to uterus - Tt crosses 
Q- A 22yYear old woman recieves deep cut Superior to which of following shuctures 
fn inguinal canal Linch lakral t» that Gre Sometimes mistakenly 
the pubic tubercle. which of the ligated during Surgay? 
Following ligaments is lacerated within | ay aran Qifag 
the Ingutnal Cannal by wanan ligament 
Cy Utaínt habe 
QY Suspensory ligament of ovary Ay Weber 
by OVatian ligament ey Round ligament of the uterus 
Cy Mesosolpinx 
S» Round ligament of the Ulerus e. In contioliable PPH, all of Following 
ey Recto uterine ligament Gtteries Can. be ligated except 


Gy uterine Qitay 
6. Anatomical spinchey of Pallopiontube| by Ankyios division of Inteinal iliac 


AN Oy Ampulla Inbsamusal “re opem OHenqo 
NN BL hens EDU AF Posterioy division OP Internal iliac 
Artery 


dy Naran Giteay 


8. A 46yearold female has a fo of infection 
nd of the Supefictal perineal gee 


Gy pelvic diaphragm dy Deep perineal pouch 


by Colles tasua eysupefiu'al 
Peia) pouch 


sone ae related t lateral vaginal 


fornix — Cxcept 
GY ureters 
by Mackenrodt's 














dy uterine artay 











by Has hilus cells (n the Cortex 
cy OVaHian Veins drain into inferior 
Vena cava 
dy fs connected to uterus by infundi bulp 
pelvic ligament 








Qy Ischio Caverhosus and Sphincles urethrae 
by Deep Pranverse pertneal and Obhuatos 
rnternus 





oy Ovarian vessels fn 
Pelvic poit 
by Fallopian tube fa its upper post 


its infundi bulo 


dy Qarme's duct 
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In females— Mullerian duct forms the tnternal Genital Organs. 


Left Srde Fallopian tube 


= _1% ster: Both qrow towards cach 
Left half of utaus other (n midline 


Left half of Cervix 
Left half of upper 213° of the vagino 


—— 


=> 2” ster: Fusion of both mullesian ducts 
X ik Begins by t-Suceks 
* it Completes bu J2 weeks. 
* Fusion Occurs |n below upwards direction *« 


—  S'srP- Fusion Complete and septa és formed. 


alae 


=> ^^^ Siep: Septa Resolves by S™ month of Intrauterine lite 
Single uterine cavity is formed. 

Single 

ütternac 

Cavity 


_we~_) 


A 
— 5^ sree- Fundus of uterus becomes Dome 
Shaped. 
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Mullerian Both Fallopian tube absent 
agencsi's Uterus Absent 

Cewitk Absent 

Upper Vagina Gbsent: 


If one side UNICORINUATE Fallopiantube— one 
Mullevian Uterus utcrus— half 
duct (s absent Cervix > half 
Uppry vagina —> half- 


if Both side  |DIbELeuyic allopian tube — 
Mullertan ducts Uterus — 2 

Gre present Cevwix — 2 

But fail to 


fuse. 


If both Mulleriaa | BI CORNUATE Fallopian tube — 2 
duct are present, 
Start Fusing inc 2- 
but fusron Single. 
(S incomplete. |Cvvig Cove 


Fusion Qlways ) | UNICOLLIS | 
lb CoLLIS 


Upward direction 


Both Mullesvon | SEPTATE Uterus appears Normal 
ducts are Present} Uterus From outside 
Fusion occurs But septa present inside 


Septa forms 


Seepra fails 
to Resol ves: 


Fundus 0f ARCUTAIE n uterus is Flat on top 
Uterus doesnot | Uterus: Best Reproduchve outcome 
become Dome 

Shaped 
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DES ( Diethyl stil T- Shaped 
bes trol) related Uterus 
Abnormalt'c$ 








exposure can leao to 2 CANCCY ) 


L Vaginal Clear cell cara nomo 
2- Adenocara'inoma of Cesvix. 


Bin ere PO MM 
uterus CONIA VGar 
J J 1 


S e Cevwix hood vaginal 


Most Charactursthic Finding "uu e Cen x Collar Adunosts 
e (avical Thika 
Epi Puro Nco plaso 


nales in femole child: 


x DES cffec /n Mole. 
e hypospadias 
* Cryptorchi dism 
* Testi culos Hy poplosi o 
* Con lead to Renal Anomalies: 





WHO Classification of Mullerian duct Anomalies 


Clags-1 — Mullertan Gqgenesi's (MRKU syndrome) 
Class -T — Unrcomnuate Uterus 

Class -W — Didelphys uterus 

Class -W — Brcornuate uterus 

Closs-V — Septale uous 

Class-WI—_—- Arcuake uterus 

class- — DES related abnormalities | T- shaped ukvus 


Dfagnosts of Mullewan Matformathons ` 


Į 
Hysterosalpiagography CH59) 
Radio Opaque dyeis Injected into uksus 
Ond Cervix using LEECH WhLktNson CANNULA 
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Gnd see whether dye s Comine Out ox Not by coing 
Serral X-rays 


X Time for Doing HSG— Day + — Day 10 


X Conhatndications— * Pregnoncy 
» bid 
e Genital Te 
e Allergic to dye. 


X Indications Toc = 


But Itis Not Gold Standarda Tnvestgahon, Because, 
i- when dong HSG, Cotnualend oF the tuke gocs into spas — Gecouse 
of this — it stats appearing ike as if thec was 
€ BIL cornual block; Glthough Were is NO Cornual 
Block: 
2° cannot see exterior of tube 


Other Indicahon— 
« Mullerian Malformahons 


© Fibroid | Asheeman Syndrome 
> Honeyloom b Gppeaitnce on HS. 


X The problem with Hsq s, 
on HSG— Bicanuale uterus Gnd Seprate. 
Uterus Cannot be aifferenciated. 


€? ~ l 
Normal usc c Bit 
Spillag e of Dye. 





Bcor ua 








*How to TIdenhfu Maulleran IMolforfmati A... 0h. nsa 7 


b- 1 step Look for ji of Fallopicn tube 


Sraqle tr" tube Two Te tube 


Next Step» Look tte NO: OF vaginas 


oe 


vw 
2 Vagina | 2 Leech Sengle VaGla I 
Wilkinson Connula Single leech 
Wilkinson 
cannula 








* Distance Blu Zhoins= 72 4ems 
e Angle blw them= 760° 


e Distonce Ple 2horns 


= 


À Anglie blw thtm= < 6D 








Lmportants Points 


* Mc Mullerian Malfoimahon — Sepratcuterus 7 Bicornuate uterus - 

X MC Problem associada With Mullerran Malformations — Recurrent Gor mons: 
x MC Mullcrian Malformation associated wrth Recurrent abooibion— septate ulteius 
* MC Mullerian Malformation asstat ith Infehlihy — Septate ute us 


X Reproductive outcome is best With— Arcuate uterus > bidelphyic uterus: 
x Wost Pepioduchve Drpano sis seen wih —9 tunicornuate uleyuc- 


J-Mihich Mullertan Malformahon is most likely to be associated with 
Renal anomalics —9 Mullesan agenesis unicornuale utuus. 


Management of Mulleran Malfor mations: 


Indication OF Surqcàg — IF it has led to %53 abn hons 
4 


Auracrg 
Bteornupte uterus ‘Septaly uterus 
METROPLASTY Vf HYSTEROSCOPIC RESECTION 












Capes 


y He preffered Surgery 
v Abdominally 
preffered Method Jl Earlter doss —*JONES 
STRAUSMAN MIETRDELASTY 
METRDPLASTY X THOMPRIN NETROPLASTY 


Development of Vaqrna: 





=e fo 
i: 
; upper 213"? of vagina derived from 
Mullertan duct (Mesodeymol origin) 
| d ^ Lower lja of Vagina iS derived fiom 
Urogenital sinus CEndodesmal origin) 
2° upper 2l" J^ Fused 
Lower x |: 
dis: Septa formed 

3° Recanaliaahon of septa Occurs. 


TP Recanliaahon of Vaginal septa doesnot occurs, this leads to 
TRANSVERSE VAGINAL SEPTA 


(49) Location Female will menstruate 
J Telegram - @Latestpgnotes Normally but mensual 


upper vagina 7 mid vagina blood fails fo come out 
| AE OPO ies 








(4) 3* COUSES > Transverse vaginal 


septo 


" Imperforate Hymen: 


* Presentation’: Pahint Qo 
Cyclical abdomina pain 


How Lo distinguish blu Transverse Every month: But thee 
Vaginal septa and Tmpevf ovale numen? IS No menbuaton 
| 
Menshual blood Collects 
Clinically USG fa vagina # uterus 
Impex forate Transverse (n PIR- Bulky uterus 
laymen Vaginal septum BW is conta tndicated: 
| l Tiansverse 
Tensed Bluish Normal vaginal septum 
bulging Hymen Hymen 
Septum seen. 


Management of Transverse Vaginal Septum? 


Excision of septa 


n septa is located IF septo fs located 
fn lowes 1]3 (0) mid 1)3 ín uppe Ll3 

l J 

Vaginal Abdominal 


upper 213 of vaqrao. Mullerran duct 

Lowes 4 of yaqrna Sino vaginal bulb "7 Urogenital sinus 
| Musdes Of Vagíng is derived fiom _| Mesoderm of Mullenian duct 
Remnant 0f sinpvaginal bulb 
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*Dounward displacement of uterus, cervix oF vagina from its Normal 
anatomical position: 


Prolapse 
Uteroccvvtcol prolapse Vagiaal prolapse 


prolapse of uterus and 
Cevwtx 


UTEROCERVICAL PROLAPSE: 
Supports of uterus 
Mechanical Pactors Lrgaments Muscles 


1- Mechanical Factors Supporhing ubous-- 
USUAL POSITION OF UTERUS 


D 


(Blw uterus and 
CexNixy 









D 


d i 
( Blw cervix and vagina) 







vag rac. 


Round ligament 


Round liqament Aap 
Keep uksus fn Anteverted 





Sa3pe^tory ligament of 
Ovary (Gaphragmate bgament) 


o 
L] 


Mtached +o labia may OO 


testis 
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Homologue gubersacvium 


Labis major —N 7 


à Lig ments Suppoihing uleius - @) 


Pubic Symphrses 
270 dB y 


® Cardinal | Transverse Cexwical lFgament 


Pubo Cevvical lig ament 














DA Lateral pelvic wall 
a Uterosacral ligament: 


—-- 


Sacrum 


ka 





©— Togetnes called as TreRadiate ligament : 


ae 5 
2 Urt 


ES 





1 Pubotevvical ligament Round ligament Broad ligament 







2: Cardinal ligament 


3: ukrosacral \iqoment 







Li'gment Which Prevents Rehoversion. of uterus — 
Best :- uterosacral líqament 
24 Best - Round ligament: 


Q- AML of the Followrng support ©- All of the Following support 
ubus Except 






Uukrus Except | 
Qy Cardinal ligament BY Cardinal ligament 
Cy pubocervical ligament Cy pubo cervical ligament 
dy Round ligament dy Mackenrodt!s ligament 
3 Des Sape ext CS 
— forms pelvic dia m 
N f divides (nto P parag 
= Pubo coccygeal Ilfococeygeal 
Superior Fasua uec 
Deep Transverse pa ines muscle \— Urogenital Diaphragm: 
Supearfiuial Pesineal pouch. 
Inferio =» Supafiaa P P 
ra i | Bulbosposqrosis N^ Superfiual transverse perinei muscle 





Urogenita ! ! Tschio caverNost's muscle- 


beaphtagm( perineal membrenc) 


M US C | e S i E mons Qube external uretral orifice 


DUDOECONJ OLE 
iSCfiOCUrvermiosi ys 


B— Bulbocavernous 


Superius 
transversa 
perineal 


L— Levator Ani muscle 
L5 Most IMport ant ponon taro 
Suppoit of uterus 


levator are 










E> External Anal sphincter mA 
S— Superficial Transverse perinei =, 
S— External urinary Sphincter 
D— Deep transverse perinei 
Supra levator space Peritoneum 
. Levator ani 
Muscles Which do not support Y obtratormusci 
Utevus Vagina Superior and inferior 
J layer of urogenital 
diaphragm 
4: IschtocaverNosus Bubocavemosus ischiocavernosus 
2: IschioCoxccugesus | ae 
pedal peace Colles fascia 
al fascia Bartholin's gland 
(Fatty layer) 
Labium minus 
Labium majus 
If  Suppots become weak 
ww 
UTERINE PROLAPSE 
Due to Weak Uterine supporting system: 
| due to 
1- Menopause 2° Repeated child 
d zu uterus + Asthenia of uterus) Birth. 





* Prolapse Mc ín Elderly al iia female 


9 Rarely Prolapse May be seen (n Young, Nullrpargus female 
a) 
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Risk Factor Custocele is Management 
I 1 not scen Alp 


x£Ehler Danlos Syndrome Sling Sw qey 


* Spo bifida i 


% Osteogenesis imperfecta m tx 
Sumptoms Of Prolapsc- 





1 Clo Backache — due to Shickching uterosactal ligament 


, 
| 





[Care ligament 


2. Decubitis ulcer 








* It is i 
*Tt is d Venous (Congestion 
%Management— Packing with 
ACRIFLAVINE— Ghh septic 
+ 


QLY CERIN E— Hq9roscopre 





Complications of prolapse: 
1H: UTE 
2: King of urcter 


Hydrourctey 


Hy dronephiost's 


5: Incarcenation- 
^: Rarely it can lead to canccy 


— — of Prolapse ; 


Age of patunl parity 


case® - young , Nulliparous female with prolapse | Congenital prolapse 
cose(2):- dung Female with profEpse RO Dons future child beng. 


Management SLING A 


LING SURGERY | CeRvicorexy 


pm SLINC— Mersilene tape. 


Sacrum (ae | 
Coccyx, 


ila, a Anterior sling Surgery X Posterior sling Surgery 
y Anterior shin l 
* postertor sling SHIRODKAR SLING 
PuRANDARE KHANNA 
SLING SLING 
e one end attached tO * one end attached tO 
ISthamus of ulcus ISthamus of ukrus 
* other End attached * other end attached 
to Rectus fascio to Anketer Superior Iliac spine CASIS) 
* It is an Eq for (omplicahon —> Osteit’s - 


namic Sling Surqcy 
E Td “It is an Eq for Stake Sling 


* Prerequisite foy Surgery 
this Surgery — : 
The female should * Tt Is No Longe« done. 
haye good abdominal 
tonc. 


. Complicahions — Less 
SUCESS — Less 


SHIRODKAR SLING SURGERY: 





* one €nd attached to isthamus of 
uterus 
Other end atached to Sacral promontory 


° Eq: of = Posterior sling 


Static sling 





SC: Sigmoid Colon 
SP: Sacral Promontory 


: Recieotes | Shengtfhens — uterosacial 
ligament * Complicahons of Shirodkar 


Isthmus of uterus A3 
6h Le : On Right Side 
4 al 
X Obshuchion of No complication: 


stqmotd Colon 
Telegram - @hatestn gph: ut +p mese hh 'c vesse ls 


Sacral Promontory 4t urehic iy ury | 
+ Genito femoral newe In 
* Sucess rate of Shicodkor — More E ne EH 







Psoas 
musde 


Sigmora 
Colon 


COMPO SITE SUNG Lyiekuo SLING = 


On E Side ON Right side 


PURANDARE'S SLING 


SHIROD KAR SLING 
Surgery 


Surgery 
COS CN) © Female with <4oyears of age, bots not Want Child beanng in futuie 
But She wants have her menshual funchon in future 


Management —> FotHergius REPAIR / MANCHESTER SURGERY 
4 


Steps 







Step1 Amputation of Cov (su pia Vaqinat) 
Complicahons — 


* Injury to internal os—> Recunent 2^d bimester | 


8. 
X* Cevital stenosis 
X Cervical dustocto. 






After amputahon of cevyiy, The Posterior lip of. cewx 
is Covered by a Vaginal Flap — known a 
STURMDOFFE Sulur 


Step 2- m of cardinal gamy nts 


—> þothergil's Suture 


Pathway => an 
Left ‘cui ligament 


In CeiNIX 






In SHIRODKAR's MODIFICATION OF 
FOTHERGILL REPAIR- 


(Step i n 0 One VN @Latestpgnotes R ' qnt "d ina i 
Can b i who 
wants 


Up out of Cevusx 


(Y 
Righy cardinal liqomenl 









4)- Female with > 40years of ane, does nok want child 
xu. Gnd Menshual funch'on 


Management— WARD MAYO VAGINAL HYSTERECTOMY: 


case &):- Female who Refuses Surgesy 69 if any Contrafndicaton 
———— 
a Young Old Aqc= % 6Sycais 
Management — Ring PESSAR T 4 TU 
I LEPoRTS COLPOCLEISIS 
D] om 


° IF is a Space Occupying 





device. * Scraping of Anterior Gnd 
* TE is kept at level of ischial spine. postero: Vaginal Wall 
e Temporary Cure 
* It Should be Changed Every * tt is done under Local 
3 months Anaesthesia 
. If Forgotten —> it May lead 
1o vesico vaginal fistula * Adhesions arc formed 
which permanent Closes 
[ ` e 5 Vagina. 
1. Young female who refuses surge 
L: Young female with contvatndication b Surgery * cannok be done iq 


3 Prolapse during pregnancy. Young female. 


4° Prolapse during PuerPerium 


Case ©: VAULT PROLAPSE : 
Prolapse of vaginal Stump which iS left 


P Es afta Hysterectomy, 
l ! 
` Surgery = VAULT SUSPENSION 
i Stump Abdominal roule Vaginal goule 
Ko, — ! 
Gold Standasd Æ UTC enson | — it con also 
u be done Via 





me vaginal Poule 
X Sactospinous Pixah'on. 
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S not a Surgery fos 
vault Prolapse 


TE is à Surgesy for Stress urinary incontinence. 


fa 


( nary incontinence is — 
Irai urato Tape > Trans Vag | 








Best Surgery 





X Best Method to Prevent Prolapse — 


x Strengthens Perineal muscles 
Y How todo? — Tell pahient to 
Contract perineal muscles as tf She 
trying fo. hold urine and then 
Relax 
* It Should be done atleasd 374 times 
in a day— Cack Hime, it Shuk be 
done Jo times - 
> They are adviad during Pregnenty 
and after child birth. 
Classification of uterine Prolapse: 


— € € 





BADEN WALKER HALFWAY Hymen 
Classtficahon 
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© VAGINAL PROLAPSE 


Pouch of Douglas 
Intcshne 
Rectum 





Anțertor Wall Posterior Wall 
upper Pk Lower 1/3 
CYSTOCELE URETHROCELE 






upper 1/3 isi i is sa | js 
ELE RECTOCELE — LAXED 
PERINEUM 


Management oF Vaginal Prolapse:- — not dependent on age] parity 


* cystocele Y —#Pnterior colporaphy 
© Urethrocele 


© Enterocele y —»Moschcouita Repair 
x Halban Repair 
x Mccall culdoplasty 


®Rectocele | lect Colpo perineora pph 
* Loxed Perfneum 


be Lanceus Level of suppoit- 
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Level- E => Related to Pouch of Douglas 
Level -I = > Related +o Bladdey 





Level- M — Related +o urethra 


Upper L3 of cardinal ligament Apical ProlaPse 
vagina uterosacral ligament X Cervical elongation 
X Enterocele 
* Vault Prolapse 


Middle 113 of Arcus etal + cystocele 
vagina fascia X Rectocele 


Lower 1/3 of Perineal body Gnd |* Urethrocele 
vagna Muscles clle ied to | * Laxed perineum 
it 


POP-  Classifrcation= (Pelvic Organ Prolapse QuanhFfication) 
Reference Poínt — Hymen 
3 things On anterior Wall of vagina 3 things on Posterior Wall of Vagina 


Aa= lies 3cms above Hy men Ap= Lies 3cms Above Hymen 0n 
on anterior wall of vagina posterior Wall of Vagina 


Ba = Point which is most dependent Bp = point which is most dependent part 


part oF Anterior Vaginal wall blu of Postatov vaginal) Hw Ap and 
Aa and Gnterior forix posteiéos Foantx 


C = Anterior Fornix D = Posterior Fornix 


e Above Hymen— Indicated with “—” Sign 
* Below Hymen — Indicated with “+” sign: 





3 Measurements ————95 Ll Genital Hiatus (qu) 
2? perineal Body (Ps) 
3 Total Vaginal yo 


External „Hymen 2, Anal opening "er Css r 
Urinary 
Meatus 
Staging ` 


» icm — Strage 1— i£ leading point of prolapse is >icm above 


: the Hymen: 
TD Hymen nin L—3he Leading point oF prolapse is With in Jem on 
i | Telegram - QLategtpigates Side of Hymen 

! 1 em — stage 3— If Pri point of prolapse is 7? 1cm belovo 


the Hymen 





Stage 4-——— PROCIDENTIA (Lomplete prolapse) 








Oucshons - 

s ALD | 6. GIRESEEUEDERU Rum 
Matched except. Gy Encomchiosis cy Aborbon 

Qiii d en 

&. Shitodkai Sling Operation Moy be 


dy vault prolapse — Sacrospinous Fixation 
cy urtteral Tnjuiy 


6, A 2&gears Old Nulliparous female with | b> Subacute inkestinal — dy parasthesta Ove 


3d degree uterine prolapse but NO Obshu chon: inner aspect of 
Cystocele and NO Rectocele is best thigh. 








Gy Uterine Prolapse > Vagina | Hysterectomy 
b» Reclocele — posterior colpoirha phy 














Q- 
by Le fork Colpoclesis 
Cy Fothergills | Pepait 
dy Amputahon of co vix 


Oy En i 
6. Most important .Suucture suppos hing 
the pelvic viscera 
Gy cardinal ligament C7 Round ligament G- Gold. standard surgesy for Vault 
M eval a ‘Prolapse - 


C) Stage 3 
dy Stoge 4 















dy Urogenital 
Diaphiaqm. 


Q. 
by ng pr Port Yes 


elongates O- The muscle QHached to deepest layer 


Cy Both elongate 
dy Cevwtx and vagina elongate 


Gy Col POsUspension 








Cy rans vaginal U toSocra Sus pension 
dy Colpoclesis 






Gy LSchio Coccyqe US 





J 4 ena elu Bulbospong!osus 
En docevyix ] Supra Vaginal poit Ot - @llatestpgnotes 


Vaginal poit elongates Lewix elongates 


o URINARY FISTULA 


@— URETERO VAGINAL 
FISTULA 


(2)5 vesico vaginal . 
FistutA (Vv P) (mic) 


(S)ouRETHERDO VAGINAL 
FISTULA 






















C0 Mm pini nk 


d constant dribbling of urine 
from vagina T Noimal 


Urination 





















URETERD VAGINAL 
FISTULA: 





2- Constant dribbling Of Urine 
from Vagina 4 NO Normal 
Urinahion 


VES(CO VAGINAL FISTULA 





3 No Constant dribbling of urine 
from Vagina but Urine Comes 
Vagina $ urethre at time of 

urinafion. 


URETHRO VAGINAL 
FISTULA- 





Methylene Blue — $ Swabs test ? 
3 Cotton plugs Placed "n Vagina Auch that 
Upper most — — — — —» Uret ero vaginal F'stulo 
Middle most ———— —— ——» vesico vagiaal Fistula 
Lowes Most —— — _ ure thro vaginal Fistula 


Now With help of foley% Cathets=> put 
methylene blue dye in bladder ond 
Urethra 






OV IN 2 q 
W C t W ( th ut ine b u t i t Tel a y fgkatestpgnotes 
is not blue th colour 












Methylene blue 





2: TE middle (or Middle tlower) | vesico Vaginal 


Cotton swab is wet + Blue 
(n colour 












urethio vaginal 


>: If only Lower Cotton 
Pis tulo 


Swab 's wet and bluc tn 
colour 





VESICOVAGINAL FISTULA :- (vvr) 


* most Common urinary fistula 
# Most common cause ——, In developed county :- Surge 4t Hysterectomy) 
Tn Developing County *— Obshucted labor: 


* I0oc—> Cystoscopy 
X Best Method to collect urine Sample in VVF parints—> Supropubic. 
Catheterization. 


+ Management — Surgical Re pair: 
X- Time of Repair > 


Due tO Obshucttad Duc to Surgery If duc to 
Labor Radio theraphy 
Ji 







after 6wks Diagnosed Diagnosed wait for 
Cinfechon j Inflommation with (n 24hrs uin. afte 12. repr 
Subside sy of s geag Surgery 
Tmmediate Repair wait for 
Tewks 


URETERIC FISTULA: 
*Mc site of injury of Ureler — 2cm Lakral to Inte 





Kd Mc Site of Injury of unter — Pelvic Brim- 
kle therins Hysterectomy 








rors Gy TAH 


cy Radical ctereckomy- 
dy 


*Mc Cause OF Uleteric Injury— Simple Hy ste rectomy / T AH 

*Mc Roue of Injury rn which weltric Injuiy is Common — Lopatoscopic Hysterectomy: 
* Time of Repair —9 Immediatly as soon as It is diagnosed 
* Technique— BART FLAP TERRIER 


MENSOURIA - Hemoluria at the time of Menshuaton- 
Tt is seen fn, ios) 


d+ Endomehiosis oF Bladder 
2 Fistula Connecting uterus to bladdey — YTEROVESICAL FISTULA 


New Classification of Genitourinary Frstulo 7 
Fistula | 


O | | | If 73scm—9 Tyre 1 Fistula 


External urinary t a all cm 3à:Scm 


meatus | I 
l Tupe 3 Type 2 
Type 4- (irs-2-5cm) Cas- 35cm) 
(<1-scm) Q= <iscm fn diameter 
b= L5 to 35cm ín diameky 
C= 7 3cm fn dAtamelkry 





© PELVIC INFLAMMATORY DISEASE (PID) 


X PID— Infection 0 







upper Female Genital tracts ( salpingitis, Oophartt's , 


Endomehits , peritonitis) 


Pip 


Cesyictis 
vagint ts 
X Mc cause of PID—— Chlamydia > Gonorrhea 
X Mc Cause of Acute PID— Gonoirhea 


x Mc Pip due to TUcD CIucd users) 


X MC Route oF spread of Pib —— Ascending infechon along With sperms (stb), 
Except Genital TQ2A—> Hemalogenous Route 
xMc PID in Virgin female — Geattat™ Per esrans 


Risk Factors for Pidi- 
r 


* Lou) Socio economic status 
* Noun Age of Intercourse (10-149 


* Douchin 
* Hio 1a umentaltun 


* Mulhple sex parmers nm A na 





CONCEPT - 


X Squamous epithelium is Resistant to §onococcal and 


Chlamydial Infechon: 


Endomehiumishined by Ciliated +non ciliated columna epithelium 


Endocewix-— lined by Columnar Epithelium 






Excervix lined by Squamous Cpitnelium 


vagina Lined by Squamous epithelium 
( URES Ee 


*&Gonococcal vaginitis (s not seen in young females: 


&Theoreh cally Speaking Gonoco ccal vaginitis can happen I 
& 





X Mc Site of Asymptomatic carriage oF Gonococcal Infection 
in Females —— Endocerwix 


Other sites —o urethra] Bartnolin gland 


«From cervix infechon spreads to €ndomehium — ass 
Salpingitics 
J 
O0phri hs- 
XFrom Fallopian tube when Gonorrhea Sprads fo ptritontum 
It heals as Fine violin Ring Adhesions blw 
liver copsule and patietal peritoneum 


2i ct » 
ahhs—> FITZ-HUGH- CURTIS SYNDROME 
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3-Gonorrheo| chlamydia canlead to 
Violin string adhesions Inferklity | Ectopic pregnangy - 





Diagnosis of PID: 


*Minimum criteria— Any L Should bc , Prcscnt; 
®uterine tenderness 
* cervical motion tenderness— also seen in ectopic 
* Adencxal tenderness pregnancy 


supportive Criiería —9 e Fever Z 1OL6°F (QR) Z 38 3c 
* Raised WBC count 
*Raistd CRP 
* MucoPurulcnt discharge 
© Abundant wec in discharge 
* Lab test Positive for 


Gonorrhea Chlamydia 


X I0c> NAAT X IoC PCR|NAAT 
(Nucleic acid ümplication x Gold Standard > culture 
tcst) (mccoy medium) 

X Sample— Endo cewvical any cell 
discharge and Urine Culture 

Sample: 


X Gold Standard Culture 


(Thayer marhn media) 
Definihve Criteria —> 


1: Gold Standard for dioqnosis — Laparoscopy 
Because, 
X Biopsy Can be taken from Fallopian tube 
X Prognoshic scoring for concephon can be 
done — kja? BOER MIESEL SCORE 


1: Endometrial Biopsy Endomehih.s 


3- Transvaginal USG — Normally Fallopian tubes are not visible on 
ülhosound But with acute imPlammahion tubes gets 

InHammed, swollen, occluded distally and 
Fallopian tubes aic Visible on ultrasound 


Findings 0n U56 


— s Distended ovotd tube 
Thick (nflammed wall 
Fluid ® in tube 








nampe septa" 


= hs on uu : 





—, In Transverse Sechion. 


Bead 0n Shing appearence) Waist Sign —9 on longitudinal 
Cog wheel Sign Section 
Due to endosalpingeal fold which Waist sign 


On diametnically 


forms nodules 
Opposite places 








Tndendation® 
Management oF PID- 
Act against Gonorrhea + Acts against 
Chlamydia Anaerobes 


#PID OPD Management- 
jime-L—> CEFTRIAXONE 250mg IM Single dose 

+ 
DOXYCYCLINE 100mq BD for 14 days- 


+ 
METRONIDAZOLE 500mg BD fot 14days: 





is 2gmIM+ PROBENECID 19 oral singledose 
DOXYCYCLINE 
+ 


METRONIDAZOLE 
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Indicahons for Hospitalisation in PID: 


i Pregnancy 
2: Surgical Emeraenty— Appendicihes CIF cannot be tuled oud) 
3 Tuboovarian abcess 


4. Oral treatment: 


If NO Responce unable to take oral Not Compliant 
drugs 
(due fò nausea and 
Vomiting | High fever) 


Regimens for Parenteral treatment - 





ee 24 IV every 12 hours. 


DOXYCYCLINE 100mq Orally @R) IV every 12houis 





CEFOXITIN 2g IV every 6hours 
+ 


DOXYCYCLINE 100mq Orally IV every 12 hours 





CLINDAMYCIN q00mq Iv every 8hours: 
zb 


GENTAMYcIN Loading dose Iv @ IM (2mglka), followed! 
by Maintenance dose CrSmqglkg) Cvery 8hrs: 


Single daily dosing C375mglk9) can bc subshtuted: 
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OG GENITAL TUBERCULOSIS 
* Mosty 2° Infection: O 


X Most Common Primary site CAN node 


ost oH eg 





Roule 





Mc ster Genital Te—9 F 





Q Least common Site of Genital TR Vaqrao. 


Fallopran tube- 
Æ+ Most Common site —> Ampulla 
X Most Common symptom of genital TB — Inferhlity. 





X Characterstic _Oppearenre Of Genital TB on HSG: 
i. Leod "pipe Gppearence 0f tube 
2: Beaded Gppearence of tube 


3: Tobacco pouch appeairnce of Lube 

4: Gof sh’ck Gppearence of tube 

S Bll Coraual block m^ 

€. Endomehtum— Honey comb appedence—> ASHERMAN SYNDROME 
+ Moth Caten appeaince of tube 


* Most common site Of blockage ín the tube is due tv, 


Genital Te Gonotr hee 





* Most Common Cau | block on HSG—> 


4- Most Common p of elt Coreual block on usq 
From Falloptan tube — Infection Spicad to ENDOMERUM :- 


"a 0; Most common Route of spread ot Genital! 
TS — Hematognous: 





O: most common Route of spread of Endomehral 
To — bireck Spread 
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Endomental TS 
pus i" utaus 


PYOMETeRA 
—— 009 


M[cle of pyometro senile 


MÍcl c — 
Endomceh rum cancer 


Mlele of Hematometro— 


3" site — Ovary Cot) 
—— 
Congestion 


Pol ymenor 


rhea 


ASHE SPAN SYNDROME, 


X- 1- Intautenine adhesions: 
2: Endomchium fs thin 
and defechve: 


* Mic|c— Post partum 


Others) Dilotatvon ¢ CurcHage 
cause MTP 
* Genital TB 
* Since Endbmehium is thin $ 
defcchve — 
Symptoms > Hu pomenorrhea 


x 2° Amenorrheo 
** I0C— Hystero scopy 
(Diagnoshic + Therapeuh’c) 


* Management — Hystero scopic 
Acthesioly sis + Inset 
oe tel 


Estogen+ Progesttrone: 


Tnihially female with Genital TB = Clo polymenorrhea 


Dragnosts of Genital T8 


Amenorrhea: 


Endometial Biopsy. / Menstrual blood 
Cdone 


1-2 day before mens huation) 


l 


Culture? Y Y 


HPE 


LI media 


Management of Gewtal T8 


(u)ith fn L2.nrs) 


Pce. 


XATT for 6 monis l safe in IS 5 imesta of Pregnancy) 
Managemnt oF Infertility — IVF 


Important one liners - 
* most common 
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Pelvtc examination fin ding ín Gcattal T8 —> Normal finding 
2™mc Finding ende 








TEn ^ APCE 
CHNHALINES 


x most Common Pelvic €xaminabon Finding in 
— BİL Adnexal r 





X What Percentage of Genital TB pahints are Infertile — 301. 


X What Percentage oF Infertile pahents have genital TB— wortd wide = 10% 
Indra = LT 


© VAGINITIS 


Organism: The Normal Flora of Flagellated 
Vagino (DODERLEN proto300. 5 
BACILI= Lactobacilli) Tf N AS 
Is Replaced by; 


Sexually Transmitted 


Usually it (S not 
Disease 


Sexually trongmi td: 


Symptoms Dirty white, Foul smelling Cottage Cheese 
diScharge discharge Like obi schas ge I 


Curdy white 
No rtrching prurihis a 
+ 


dysuria Intense itching 
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No psurits 





Sh n Inflamed vaqfno. 






Angry 100 king vagina 















<45 
Canditte CON Survive 
iN acidic Media 


PH of discharge 










Candidiasis: 







€ — — — Saline M Pero sco PY —————— 
v Some tning moving Hyphac/ 


| Motility Prese nt] 




















Vaqraal Epitnelral cell 
to which bacio are 
Adchertnt: 








G CULTURE 





RAM ST AMNING : 






CULTURE 
NUGENT SCORE 4 
Gardenella Co- 4) 
Mobilicus (0-2) 
Lactobacilli C07 4) 









Sabduraud 


Dramon d 
Media 


Media 





iF 2 = Bockvral vaginosis 
(s Present 

















In 







NOn preg nont 
emale 







Soomq TDS fo, Haeuzn-olateGewiveg TDS for tdays|  150mq Stat 


29 stat (oral) 





In pregnont VY 


female (avoid tn 4t trimester ma TDS. af 3-do4 (avoid. tn 15 trimester 


Treatment oF Treatment to male 
Parmer, Only rp 


Male parmey 
- Symptomahc. 





Amsel crittria for Diagnosing Backrial Vagino sis 


(Anu 3 criteyta Should be present = Bacterial Vaginosts) 
1; Disty white foul smelting discharge thinly coating vagina 
24: PH of the discharge GP 
Ó Clue cells 
4 Add 10/- KOH to the discharge — 


t positive- 





Risk factors for Cundidiasts - 
1- Diabetes 

2: OCP use 

3: Stesbid Use 

4+ Bnhbiphcs 

S- TMMUND LomPromm sed. 

6: Hiv 


Recuatncat candidiasis —> 7; 4 Episodes n @ yeca: 


Telegram - @Latestpgnotes 


© MALE INFERTILITY 
Infertility 


diu ofa couple to conceive even ofter Lucor of 


But ; If age oe is 2, 35 yrs 


Inveshigahon Should begin after 
dicimns: Of “hyr'ng- 


Incidence. 





Fecundability—> ability of a Female to Conceive within the a 
Menshual Cycle. 


Fewundity— ability of a female to qive live birth in a menshual (de: 
Couses of Tnperbility~ 


Male— 401: 
Female — 4o- S s 4. 
un Expl aned —» lol. 


XMALE INFERTILITY - 


Semen Analysis: 
|: Frist Envestigahon done in an thferhle couple 
2. Sample Mastuy bahon 
Abshnence — 2-Fdays 
Sample Should not bé idei in Latex Condom: 


* Study of semen Gnalysis should be cone on 
Itquificd Semen 





U| po 






Li queFaction time —> 20-30 mías 
— 


6-Sample Should reach Lab within bomins: 
4+ Lf Abnormal semen analysis 


Repeat Semen Analys iS 


Hormonal Support vf Spermatogencsis- 
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GnRH 
(> Anterior pituitary 


ü 


Q- First Stimulus (n @ baby 
to produce testosterone 
(s => 









O- Most fmportont Hormone 
foi Spumahogenes 
Dy Testosterone cy LH 
by FSH dy GnRH 


Tnibin 
FSH & 


Releases 


: Most important Hormone 
for Sperm o*o genesis 
oy Testosterone — oF LH 


dy Qn&d 






It binds to 
testosterone and Concenhale 
it Ground Seminiferous tubule 


Spepm PATHWAY 


Hy pothalamus Sperm pathway 
GNRH pre 


teshcular 


G.300Spamt& 
Antertor Pituitary ii 


heP LH 
Sertoli  |Leudi 
| 


Testosterone 


Fs 













Teshs | Teshcular 
G300spesmia 





TA 


(eriam) 


vas deferens 
LERRA) Seminal vesicle- J+ Conhibule 50-607- semen Volume 
2 fi a A Et ge t mcr 





prostate qlond > ALIS POETER enzymes to Semen —» L'quefachon of semen 


V Obchu chve Ng Bulboureteral Glands — Give Secictons only at hme DF Intercourse. 


13908 Qro 


SEMEN ANRLSIS-- 
WHO 2010 Parameter of Normal Semen Analysts: gives Lowey limit of Normal- 


If Parameter becomes Lowey Hen the what WHO has given —> wen Male 
(S tobe inferhle. 


L volume — >L5ml 
23: PH— » T2. 
$- Sperm concenbation— > 15 million | nl 


4: Sperm Count—> > 34 million] ejaculate 
(Avg:- 60-100 million] ejaculate 


5 Speam Morphology— >47- 
P CStrict Gena d 
6- Total Mohlity— > 401 
+ progressive forward mohlihy — 2 324 
8- V'abilily — > S8: 


4 wBc count — <1 million] m 
(poc— for any infechon fn male genital Pract DOXYCYCLINE) 


L0- Total no: Round celis — <S million [ral 


Non Mbhle Wale Sperm —> can be Used n ICST 
Dead sperm 





0Smosís Occurs rn living Sperm: 


Abnormal semen Anolysis— 

|l No semen ——9 Aspeimica 

2 Sperm concenhahon € 15 millibn| ml —9 Oligo spermo: 

3: Sperm Concenhahon € 5 millin ml "Severe oligospermic 
4: Non- mohle sperm (mohlihy L) ——9 Asthenospermia 


5 Sperms with AabNoimal moirpholoqu —9 Teratospermre 
6: Non vrable | dead  Sperms ——» Necrowospeimia 

+ t WBC count rm semen —> Leuco cqtospamio 

8: NO Sperms (n Semen analysis —* Axzoosptimia 


Types of Az00speemia : 


X Problem ín Hypothalamus | X Problem fn X* Problem in. Sperm 
Pathway oftcr teshs | 
pituitary Testis Mole ductal system 

there (s Some ObShuction 


Lu Lu Nosmal 


FSH Y FSH e Fsu Normal 


Testosterone 4 Testosterone D Testosterone. Normal 


Spermatogenes—> Absent Spermatogenesis—> Pacsent | Spermatogenesis > Normal 


Absent: 
Best prognosis 





OBSTRUCTIVE AZDOSPERMIA: 


Sr 


Eprdidgmis 












Vas deferens 
seminal vesi cle 


QGiOck- A 


> Blott- 8 





prosta 
ejaculatory duck 


in Obshuchve Qao0speimió — Block con be at, 
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X Block is Ghove level Of Seminal 


Vesicle: 


* Following "s Absent rh this ty pe 
0f block — Sperms: 


* Folloufng fs Present /n tis type 
Of block — 
4: Fluid from semínol Vesicle 
~. Volume ull be Good) 
- Fractose ’s present: 


2: Fluid Prom prostate 


3 Fluid from Bulbouretral gland 


FRUCTOSE if present (n semen 


Cblock fs above Seminal 
vesicle) 


Do Scrotal UsQ to detect 
the problem 


*Block VS below the level of Semcnal 
vesicle: 


* Followrng "s Absent rn this type 
0f block — 1 sperms 
2- Fluid from seminal 
„Vesicle 
: « Volume ts Loco 
Fractose i's absent) 


* Foflowfng és Present /n His type 
of block — 
L Fluid from prostate 
2: Fluid From Bulbdurethral gland 


When ever FRUCTOSE ts absent ia Semen 


BİL absence of 
Seminal vesicle 
(assouatkd with 


BİL absence of 
Vas deferens) 


Block Was below 

Seminal vesicle) 
Block ên Ejculatory 
ap 


Do Trans Rectal 
USG Seen f Patitats 


of CYSTIC FIBRDSIS 


CFTR Gene 
testing 





Management 0f Qbshuchvc Pabospermfo `- 


Sperms are Present Normally rn 


Testis (09 Epididy mis 


| Take Out Surgically 


Teshs 


* TESA— Teshcular Spem 
Asprrahon 
* TESE— Teshculas sperm 
exhachon 


Telegram - @Latestpgnotes 


Epaian 
PESA— Pescutoneous Eprdidymal 
Spem Gspirahion. 
MESA— Micro surqrcal Epididymal 
Sperm — Osprialion 


Followed bu Inhacytplasmic sperm Injechon (Ics1) 


l- oligospermia i 
G0-1s million] mD IUI 


2: Oligo spermia IVF 
(S=15 million |mÜ 


$ Severe oligospermia 
€ S million im 
^: Obshuchyc QGàbospa mía 





Queshions 











Q- Major conhibuhon to the Human Oy: Y 
Seminal fluid čs from Oy producing inhibin 
ay Teshs Cy Prostate Loy froducine Qmepgen binaing n. 
p——— dy Bulbbut thaal and C Relea sing testosterone From Ley dg cell. 
Urtthral glands dy Releasing testosterone fiom Seali cell 


Gh Absent Practose content (m the 


Q> Congenital absence of Seminal vesicle 
by Ejaculatory duct obshuchon 
Cy None 








by Oliqospermio 


9, Gotatomlcubnea inspects Cy Astheno Spamio 
Gy Mehaniao dle dy Ver abo Sperm a 


by Ce 0S por 


dy penie ‘ling 
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© FEMALE INFERTILITY- 1 (21) 
Female Inferhlity = 
l- Ovarian cause— 404- 
4 Tubal Cause—> 40]: 
3 uterine} Cexvical Cause— JOf 
4: UNExplained — Lot: 


Ovarran Cause: 


WHO  Classificahon’- 


Class 1 :- Hypothalamo Pituitary Ovarian Axis failure. 
Clot) €q- Kallman Syndrome. 


Class 2:- Hypothalamo pituitary ovanan Axis dysfunction —» Resulting ín 
(851) Eq- Pcos, T prolachn levels: Anoyulation 
Y This class is the most easily treatble form of inferkhity. 


Ec 3- Premature ovarian failure | Premature menopouse - 
545 


Tests for ovulahon: 


Basics: If female ovulate — Progesterone is picsent 
If female does not Ovulate ——> Progcsttrone fs absent 
Estrogen is tnc Main tormonc (prent) 


Time to do test — Done on day 22 OF cycle (B) 1 week before Menshuahon 
Call tests Por Ovulation) 


Result- IP female ovulates Result '- IF female docs not 
Test PROGESTERONE is present® Ovulates, Main Hormone is 
ESTROGEN © © 


t Cervical mucus Ferning Absent C) Ferning present ® 
Study 


4 Vaginal (+) 
ale! ix Study Jh O 
For Hormonal 
Study Sample Intermediat cells 
Should be taken 
fi om Lateral Telegram - @Latestpgnotes 
(upper 113) wall of 

Vagina. 


Super ficial cells 





5: Basal Body T by 02 tv 05% Remains Constant: © 
Temperature 







T by 0-4 to 08°F 
in mid cycle 


Aas Endomehial 
Biopsy 
(Earlier Ibis the 


Bi test) L- CORK ScReW appearence| 
Saw tooth appeatnce 






m USUS Tubular 
Glands 














It is not the Best 

test nou) becouse | * Secehons is present ®© 
it is fnyasive 

procedure 


Indications - 


©: 15 sign of Ovulahon 0n Endometrial biopsy sSubNucdeor vacuoles 
appearence- 

O: Maximum Shomal Cdema— bag-22 

O Leukocyhe infilkahon seen on— Day- 26 





ly serum 


Z 3ng [ml < 3ng | ml 
progesterone 





Best test to detect dvulahon 
liy LH kits — 248, Ovulahon 
LH test Posthve 2h qvulation: 
Ferhilisable span oF ova—> 24hrs, SO can have 
Intercourse upto 48hrs- 
Best test to Predict Ovuloh'on 
s Testing Should be done blu 4PM -10pm 










6 MC done test for ovulation is— TVS—Ka FOLLICULAR MONITORING 
From Dog 10 of cudc, do test 
4 egram - @Latestpgnotes 
Every day al oF follicle T by 2-Smm|day 


Reach 12-20mm 


3] 


P Then; 
\ |: Sigt of Follicle Suddenly Clececases 


<—/ 2 Fluid in pouch of Dovghlus 





| 3 Endomehium appears ín Triple layer-—>. TRILAMINAR 
me appearence oF Endomehtum - 


Early proliferative *Thin 
phase endometrium *Linear 


*Echogenic 







Endomehium appears 
in the formok single 
white line 





Late proliferativephase *Thick = At the hme of 
endometrium *Trilaminar appearance: ET yn | 
1. Central thin, “ie | | 
wy 







echogenic line : : 
2. Darker echolucent Tri lam inar G.ppc OHNE 
rim in the middle of Endomehium 

3. Surrounding 

echogenic basilar layer 


J 


Endometrium appears 

GS a Single line butit 
Will be thick with 
posterior enhancement: 














Y Doc for Anovulation (n PLOs—> 

2 DDI CLOMIPHENE CITRANE 
x Doc foe Anovulahon in Obese female with Pcos— 
x Doc for Anovulation — 


|5* 


Line Drugs: 


d° LETRO20LE 
X DOC in PCOS potints and Obese Pahints 
X It is AROMATASE inhibitor 


x D ose = Inbal = Telegram - @Latestpgnotes 


Maoximum:- 





2- CLOMIPHENE CITRATE : 
X itis Seem (selechve Estrogen Receptor Modulator) 


x Dose IhiHol- SD mgld 
Maximum 100 mgl d 


SERM Drugs art —>xClomiphene c'hate 


x Tomoxifen v 
x Raloxifen 





not used 





3° CLOMIPHENE CITRATE t METEDRMIN 


in Obese + Anovulahon 


4» CLOMIPHENE CITRATE t BROMOCRIPTINE 
^^ prolachn+ Anowslahion 









¥15t step — Advise 





Simply b weight loss, 
dicum. cases 


Ovulatc s- 


X Diet modification 


x Physical Excercise 
iF morbidly obese 





ive after Boriahic 
s of Surgery 


Best time to C 
Sur ger = 






42" line Management -. ——? HMG CHuman Menopausal Gonadobophin ) 


x3" line_management:—> GoNADOTROPINS ín pulsohle Mamer: 


e 4 ar of Estrogen 


-ve Feed back 0n FSH qocs 





Meno pouse Wke 


symptom 
Mic Hot Flushes 






pre Requisite Y 
for een 


Intact HPO axis Levels of FsH f 
| 
Side effecti 


| ei pet s 
A number of follicles ave 
Telegram Grae aes > 
Mult fctal 


qiue. clomiphene Pom ecann 


Nau 2-Dauc oÈ the curle 


















J ' J Me LENS Pas m 
From Day 10 ui Folli culo monitoring 


When Follicle become 18- 20mm in Size 


Now Give Inechon Hcg 
(TE acts as ovulahon Trigger) 
Âs iV is fun chonally similar to Ld 


36hess5 


OVULATION( 204 
But regnancy rates with clomiphene Cote. 
Qre 30- 40|. due to dryness of voqrac-. 


* since Injcchon Hcg acts as Ovulation tigger, Some fime it may 
Cause Ovarian Rypershmulahon syndrome (OHSS) 


Tdeal_Condibons to give Inj. Hcg’ 
X Eshogen (E,) Should be — 400-1000 pg! ml 


X 1@ 2 follicles Gre > Lemm th Sirac 
X Thickness of Endomehvum— 8mm: 
Not Give Inj: Hcq— if E, 7 3500 pg 


Chances of Multhfetal pregnancy — 


HMG 7 Clomiphenccehale 7 ANRH 
C30 1) (s-g 15 


Chances of Quss- hmg— 51. 


Clomiphene cihale— 11. 





OHSS: OVARIAN HYPERSTIMULATION SYNDROME: 
All Ovulahon inducing drags 
DirecHy/ Indirectly T FSH 


A number of Follicles ate shmulated Each follicle Releases 





T Ex production 


Responscible for OHSS 





When E2 levels ate increased 


® Inflammatory cutokines + Shmulote Renin Ancivtensin Suctem 


^£ Wu. 7 ee eae E JJ  . | 1A. J umm 
j TL | 
Electrolyte imbalonce 


Leaky capillaries 


p 
Cellular Components Liquid. Components comes 
Stays inside Out and Collected in 
3rd Space: 
x Hemo concentrahon 
x Hematocrit X Ascitis 


X T thrombosis 


X Hydrothorox 
* bic 


X Pleural effusion 





US& - OHSS 


—s Enhie ovary is filled with huge 
big follicles 


Sige of ovary f , tensed 
^ Torsion of ovargx- all these ore. life 


T Rupture of ovary Thicatening Complication 
^ hemorrhage OF © ovary 





Risk factors - 


l- Age < 35years 

2: Pcos 

5. Thin female 

4- Antimullerian Hormone 7 33 
€ From pubtity onwards , the Granulosa cells oF small 
follicles secrete Antimullerron Hormoncs 
X IF AM mall Follicles 


S IF £2 7 3500 Pg 
BS 
+- If No: of follicles are tnercased 
X if thee ar 7 fe follicles and 


(h siae —9 Preolicts OHSS 
d Lf Pollide siłe 7 20 ín Number , then Incidence 
~ . of severe nuss fs 15-4. | 











Z llmm 





"e — 
In pregnancy, HC6 is Produced 
4 
Triggers WOrsens the OHSS 


Classification of OHSS: 


Early Late 
1 J 
With in 9 days of 7 9 days 
Inj: Hc6 (ovulation tigge) after In HcG 


MC Couse— Pregnancy 
Grades Of OHSS: 
Earlier Now 
¥Mild —————5 $ Grade L` * Abdominal distension 
* Abdominal discomfort 


* Sige 0f ovary— Scms 


¥Moderate —__., Grade 2 - size of ovaxy— 5-iLcms 
Grade 5'- USG evidence OF asethes. 


X Severe ————— ( Grade 4:- clinical Evidence of ascites, l 
Pleural Effusion , Pericardial efusion. 


Grade 5:- Hemoconcentva h'on 
Bic 


V Renal Perfusion. 
Thrombosis. 


Management of oHss- 
L Hypovolemia — Managed by IvF and colloids 
2. Heparin 
3. Tensed ascihes —9 DO paracentesis 
Prevention 0f OHSS: 
L Pog Inj’ Hcg if sorte. | — 


Stop Gonadohophin 
à: Decrease dose of Hcg from 10,000 IU to Ctthes  SODDLU (R) 2s00 LU 


3- Cancel the cycle: 
4. Cryopreservahon of Em bs uos 
WHO Category TIL > Premature Menopause | Premature 


ovarian failure 
C lis years» 


No- of follicles are J 
Tests for Ovarian Resesves:- 
L Serum FSH levels on Day 5 of cycle 
74S IJ —> Premature ovaitan failwe 
2: Dag 3. ihhibin levels: 
LA Pg— Premature ovarian Failure 
5. Anhal follicle Count” on Dag 5 of cycle 


If fn both Ovaries Pollicles « 10 
It is Q Quonhtolive test. 


A. Anhmullerian Hormone: 
X <0S5— Poor ovarian Reserve: 


X It can y done on ‘any day of the cycle 
Best test for ovarian Resewe 








iphene Civate Challenge test 
ud 
Day 3— Measure Fsh levels (t) 
bay 5—Daq 9 — clomiphene Citrate 
Day 10 — Measure FSH levels ON dayid —9 FSH TT 


X5erum EStradio| levels —* Insignificont in case OF Ovarian Reserve 


Management — Donor eggs + Husband sperms 


do IVF 
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Tubal Causes of Inftrlitu- 


Loc— HS6 
- J Pime 
Itis Done by using Radio opaque Dye is It 's done on 
Lech wilkinson camula Injected into Uterus Day-10 Always 


—AIP Gand a Pecovulatory 


Check for Spillagc of Dye is 
Present oy not 


TF present Tubes patent: 
X No Need of Surgery for unilateral block 










Indications For HSG- 
l- Tubal infertility 
2: ukerine pathology 
Asherman syndrome 
polyp 
Fibrord 
Mullerion Malfomakons 


1- Extern of tube cannot be 
Visualized: 
2: Spasm of (oimual End of tube 


Right Tube 


Gppors as Il conual block. 


Ble CORNUAL BLOCK 


GOLD Standard Investigation for tubal Infertility is Laproscopic Chromopertubakion- 
Other TnveshigGhions Gre — saline infuston. sonography 


Couscs 0f Tubal Inferhlity - 
————— 





* Endomemdsi's 
* PID 

* Sal pingih's 

£ Qcnital TG 


All these leads fo. Gdhesions in the lube. 
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Oa" 
(Blockage of Tube) 


3 type OF Tubal block 


proximal J cornual Mrd segmental Dictal 
block block block. 
it BİL ^ CORNUAL BLOCk- 


Next step tn Management - 


Take G thin quide wire, under Hysteroscovic 
Guidonce poss roe the tube 


kla — Hysteroscopic caanula hon: 
this is Hb Laparoscopic Chrom pertubaton 
Mostly blockis Relieved 
LF block not Relieved 
This ne it is Pathological block 


Cmcc* Genital TB) 
Best Management —> TVF 


à: Ble — 4 


mild Severe 


Fimbsiectomy Ive 


-— 






4' Mid scamental block 


Tt Indicates Tubectomy was done. 
Now pah«t has Come for Reversal: 


check Husband semen Analyst's 
P. NO mal e Reconalisahon: 
Factowng affech’ng Revers 
t Technique 0f Stexiligation:- 


Reversal Vs Best WASPS > Fallop Ring: 
Least possible with — Cauky: 





2 Type of anastomosis- 


(277 (s Best wih IsH 


$ Reconshuchon 27 4cm length of tube, Chances oF Reversal are qood 


Cervical Causes of Ioftihlitu- 


problems with Cervical Mucus 
Impermeable | mick —> Sperms not able 
I Mucus +o ascend up 





INSLER SCORE 
score. OF 10-12:- Good 
ce«vical (mucus. 





x Immunoloqical cause bf Infertility: 


Tests Screening test: Others tests: 
** Post coital test | sims test | © Immuno bead assay 
Huhner test 


* Sperm agglutination Fest 


X It [S done on Day- 10- Dag 12 
of cycle- * Sperm mobilisation test 


X Normally — Sperms Shows 
brward movement: 
X TF Antispam antibody is 
present —> Speims ` Shows 
Rotatory movement 


l Ovulation tests Day 22 
Follicular monitoring Day 10 

2: Tests for Ovarian Resewe bay 3 
AMH Any day 


4: HSG Day 10 
4- Post coital test — 
















4 ical 
Caust Of Infertility 


Intrauterine Insemination CIuI) 





X Unexplianed  Jaferhilihy — 
Clomiphene Cilvale flo, TUI for 3uycles 


| if Failed 
IVF 





IUL Intrauterine fnseminahon 


X Semen is taken from a Male 


can be taken from Husbond > Ta 
tan be taken from Donor — 1u1- D 


X Process Gnd Centrifuge Semen: 
It îs done by, 
|] Swim uP Te cHNIQUE 
2: SWIM DOWN TECHNIQUE 
3: DENSITY CENTRIFUGATION TECHNIQUE 


+ osm of Processed centrifuged Semen with help of catheter, 
Put fn female ukrus C By passing Gta of Cervix) 


Prequisiles- 


* Sperm concenhiahon > 10 million] ml 
L Sperm Morphology — Should be  QHeost 14-/ Normal 


Indicahons for IvL: 
1 FF Male parmer have Ejaculatory problems 
Hy po spad.ias 
Eptspadvas 
Retrograde Ejaculation: 
2: Vf Male has Neurogenic Impotence 
b If Mole has Oligospermiéy Bat Spem count is blu) 10- 15 mütron | ml 


4: IF Mole partnes has à hereditary disease, Risk OF hanspyíng the 
diseace to the oOffSprinag —> Gn Por [UI-h 


— IT B int seul MJ L P EIE 


3: 1f female ceruisxe has Antispam anh body ©) 


6: If female has vaqinismus 
= involuntary conbachon of perincal 


muscles cing Intercourse. 


IVF- In Vitro Fertiliaation 
Male Partner Female Parmer 
Take Semen, process Give CLOMIPENE CITRATE | hmg | &nRH 7 
and Cenhifuge ik 
To Hyper Ovulate 


bo a follicular monitoring from Doy 10 of 
the cycle 






. pub Both spams 3 oocytes when follicle Reach 18-20mm In Size 

(nto petridish in S0,000 - 1:5 lakh Spevens pex oocyte) 

Now Give Try-Hog—> Ovormrion TRIGGER 
44 - 36hrs 

Oocy te Rehival under USG quidence. 






Now 3 ad Occurs 


2-3 Embiyo is Formed 
Embryo 


Cithex on Day 19 Day 5 


1-2. Embry D 


Putik back fn ulous 
Cacms below fundus) 


X Success Role — 20-301: 
tCumulahve success Rate —9 49750 +: 


Limitahons of Ive: Indications fos IVE: 
1s Severe OligoSpamia i In Males: oligospermia . 
2. Obshuchve O3200SHvMNIG S- 15 million |ml 
8. Asthend Sperma. 2 Repeated Tul failures 


3: In female: Blu Blockage oF hube 
4* In female! vn 4 aye Resave 


IvF c Donor €99 
5- In Mullerton agenesis ° 
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LCSI:- Infracuroplasmic Sperm 1njech'on* 
j E In ICSI, €vatning is same like 
IVF Except Single SPeRm 
fs Injected (nto the Cytoplasm 
oF oocyte: 





Indications for Lest — Iedicahons of rvF 4 Limitation oF ave 
3 Most. important parameter for ICSE— Morphology of spem: 


* Most. important parameter for IvF — Motility of spam 77 spen 
Contentvation. 


X Most. important Parameter (n Semen Analysts — Mot phology of Sperm> 
Mohli'by of spam > Sperm Concentration 


Queshons ‘- 
O- Anh | 


Gy clomiphene cy Raloxifene 
by Tamoxifen 







= Bl, toraual hock. 








Myx: Hy stero scopic comulahon Hb Laparoscopic 
Chrom pex tubahion 





ay Lebo zole ky Wm Q- Best test For Ovarian Reseyve- 
ey Clomiphene dy pulsakle QnkH |: gy Fs er Ama 
b Clomipene Cote y Ceo eéol. Levels 
Challenge tesk 







Gy Oligospermia mportonk marker 
üy Sperm Mobility 

cy Undisteacd teshs by sperm Cconcakahon 
dy Epidiqymis — 0btyucton 








dy Semen Volume. 
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o ÆR 
Average age of Puberty > {0'5 y Average Gge of Puberty > 11-5 years. 
I* sign a 


Penile Enlargement 


15E visible Sign—> Thelarche 
a ini dal 


Puberche — Appearence of Cubic 
and, Axillary Hair Peak Height velocity 


Peak Gerght :- ae 
Me: arche ` Onset of Menskuation 


t i > 2 
“Gross BPH i'n Males” 


Precocious Pubesty —» 


Precocious menshuahion > 


Precocious Pubesty —s 


* Most common in females 


X Most Common cause of cou’ 
pubaty is Idiopathic (901) 


XTn LO} Cases, it Can be due to Brain 


«. In all cases if precoci ous pulocrty 


DD an MRE Of Rratn 


Delaycd puberty Delayed pubtitu 

RAR J RS red oye ine 
Secondary sexual * Secondary Sexual charackr shes 

Charactersthics COreast) “are ^oc âk not developed by 


developed b . 
j X Most Common In moles 
X Most common coute of pelayed 
Pubnhy is —> Constitutional deloy 
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Important Points on Puberty in females: 
* Most common | most important Hormones for puberty ia female — Estrogen 





Estrogen ' 
is tesponceble Pox 






* In female also, for pubic hair and Auxillary development, Hormone 
tesponuble is — PPP. 


* ‘Tanner staging for Breast and. pubrc hair: 
~T 
S stages: 
J| 2° stage —? Less development | premahue Breast | pubic hair 


A"^| S^stag—5 Bieas|pubic Well developed | Fully matured 


PRECOCIOUS PUBERTY :- C t cshogen) 
Peripheral 


* Not duc lo HPO axis 
Shmulah'on - 
* ttis due to Sex 


Ovarian axis gets 
Shimulated. 
StuiovàA From other 
ah dida 


GnRH ^ 
© 
Adrenal 
4 


LH 
Fsh Ovary 


Cen ol 


HypoFhol mo prtiutary 





In CAH, meie 





E Soge 
Ovarian rumor: 
X- 150 sexual precocious pubeshy (s^ andiogens 
% Associated With piecocrous 
Mens bhu ahon. Heterosexual 
Granulosa cell Androgen Precocious puberty 
Tumoy Releasing tumor 
^f Estrogen Hektro Sexual 
4 Precocious pubocrty 










Tso Sexual precocious 
Pubcrty- 





Peripheral 


A | Fc m fe Tae 
LILO SQ CCH I 


Most common cause of 








X Peripheral precocious puberty (s 
Not assouated with Menshuahon 






J- Rnother cause >il 
Tesoro yeter us 
Puberty 






* Precowous pu 
e Cafe-Ou-latk spots 
© Polyostohic Fibrous dysplasie: 





Causes of Heterosexual Precoctous Pubexty:- © 
1. CAH 
2: Andiogen Secehng tumor of- ovary: 
5 cushing Syndrome 
4- Exogenous Androgens: 


ADREN PRCHE :- 
* Onset of produchon of Gndrogens (DHEA p DHEA-S) from 
Gdienal glands: — — 
* Normally <Staits at 6 years oF age. 


Questions : 


O- Fully mature breast (s — stage 6s Growth rate of boys ond gisls are 
as per tanner Similas till 

a) 2 c 4 Oy 9 years EF 10'S years 

by 3 5 by 10years dy 1! gears. 

Oy Delayed Puberty in females fs absence | © Most common cause of delayed puberty 
of menshuafion by 0 Tdiopathic vef Consh tutional 
ay 14years ÆT A6 years” by Klinefelte .syadrome dy Brain tumor- 
by 1S qcavs d9 14 years 

O. Which bf the Following Pubsital Events fo , S, what fs the Fitst Sign oF puberty tn 
girls (s not €shogen de pendent ? Avis G qal LI 
Gy Menshuahon C) Height Spwt GF Thelarche Cy Adsenar che 
by Vaginal Corification oly Hair growth. by Menar che dy Pubarche 
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© PRIMARY AMENORRHEA 


Amenotrhea:— Absence of Menshuaton 
| 











Serna Secondary 
Never Experience Earlicy was having NOrmal 
Menshuathon Menstruahon But now for 
7,40 days has NO 
Does Not have menarche by, menshualton 
L3 years of àge irespechve of 
Secondary sexual Charactrshics If female who has 
Oligomenorwhec, She (s having 
Secondary sexual Charackrshes 
If there is difference of (3) 
More years blu the onset of 
Puberty and menarache 
auses 
> Nypothalamus *KALLMAN Sy NDROME 


GNRH (pulsahle> 





Ovary — | - 
Turner Syndrome Pure gonadal SWNERS 
(45x0) csqenssis Syndrome | 


(46x y) 


X Mulleman Agenesis (46 xx) 

* Androgen Insensitivity Syndrome 
@) “Teshcular Femini sing 
Syndrome (46xN) 





MENSTRUATION 
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¥MICIC of Primary Amenorrhea —> 


2d pect —cÓ Turner Sundrome(4Sy)) 


= CC o c em 


Aporte ie Ic AE 


x 2"*MIcIc of Pri mary Amenorrhea —9 Mullenian agenesis (46*3) (34) 


X 3^ M|clc of Primary Amenowhea—> Ais(46xy) 





PRIMARY AMENORRHEA: 


CASE-A CASE- B 
Primary Amenorrhea with 


Primary Amenorrhea With 
Normal Secondary Sexual 


Absent Secondary Sexual 


Characttrsncs: Charactershcs: 
Uterus Height of the pahent 
re Absent Short stature Normal 
| 

CRYPTOMENORRHEA karyo ty pe TURNER is PURE GONADAL 

| SYNDROME DYSGENESIS 

46xx 46xy à: SWYER 
SYNDROME 
MULLERIAN ANDROGEN 

AGENESIS INsenstty tty 3 KALMAN v 

SYNDROME SYNDROME 
more Common 


@ CRYPTOMENORRHEA 


It COndiíihon where Female Menshuatcs normal ly but 
Menshual blood fails to comes out 


duc to Some Obstucnon ín Genital tract: 





Transwetse vaginal Vag! nal atresra 
Seprum 
JN Mc means absence of 
Lower 1[3 of vagina 
whith (s formed b 
Urogenital SINUS: 


X Patient Clo Cyclical Gbdominal 
Pain Cvery month but there 
is No bl eeding 
Telegram - @Latestpgnotes 
* Blood collects in, 
Vagina and cervix Hematocolpos: 
ukerus — H-emalpme txo. 


4 


PIA; uterus may be 
palpable- 







X PlV* conhaindicated in Virgin Females. 
(per vaginal) 





Condihons where Plv is Containd 
1 virgin Femole 
2: Placenta previa 


X PlR- Bulky uterus 

CPtr Rectal) 

X- Local éxamination— Tensed bluish 
bulging Hymen. 





x Management — Cruciate Inctston on Hymen: 


Tensed bluish bulging 
hymen 
e Mullerian Agenests: 


Chromosome nom  ^6XX 
Y-chromosome Gbsent 


Gonads:- Ovaries j— Ovarics develops Rom Genital Ridge 








Normal ovaries 


¥Normal ovulabon 


Levels of Eshoqen Normal 


Seconclary sexual charactershics 


aie Normal. 
But the Problem isy—> Both Mullerian ducts ate absent 
Fallopian tube 
* Qo Primary «—— —- uterus — Absent: 


Amenoirheo cet 
* ClO Cottal «€— — — — — Up per vagina 


difficulty 





Along with this, Female also hos, 


1* Renal anomalies C1s— 304 
Mc iis Ggnesis — 







2: skeletal &nomalícs- 
Hemiverte bra 
Stolipsis 
Spina bifide 
" Abnormalthes of Cervical sPinc 
3-Auditory problems :- 


Togetner Klass Mayet Rokintansky Kuster Hauser Syndrome 
(MRKH syndrome) 


jn this there iS abnormal Galactose metabolism 
Diagnosis of Mullenan Agencsis- 


X Usq— Ulerus is absent 
x karyotyping 
x Intravenous pyelo graphy 


Mangement of Mullecéan Agencsis= 
l- Cannot make her menshuate 


2 Coital diffrculhes (in future) 






Best fime Best mctnod: 
Just before QQ . Mic tndoe vaarnoPlo 
Tust after mariage 





HIC TOOUC VGGIN DPIQS Cu 
* Veichetty techinque 


* Wlrlhams Wag ino plasty. 
3 Female cannot become Pregnant but can hove own biological 


child by IVF and Suttogacy: 
@ Androgen insensitivity Syndrome: aka Teshcular Feminising syndrome: 
Genoty pe I 46 XY Telegram - @Latestpgnotes 
4 


Gonads Tes us) 


is these are Undescended present os 


Inguinal Hernia: 


2» T Chances of Malignanty- 


7^ 


MC Tumor which is seen Gbdominal tesh's | 
dys'genehic. Gonads? 





Most Malignant tumor seen. Gbdominal teshis | 
dys genetic Gonads ? 





&onods— Testis (Normal) 





Sertoli cells Leydig cells 
al) 
Secreate mullerian ~Secretes testosterone 
D wg factor This is —CMales Gte Resistant to 
the Basic Testo skcrone_T 
ind x duct Regress problem: 
Fallopian tube 
ukerus — Absent Wolffian duct Alsb Resistant 
cervix Reqiesses in to DHT Cdihydro 
Upper Vagina these male | Testosterone) 
External 
Seminal vesicle Genitelia 
ejaculatory duct |, Absent Resembles 
Epidydiml s Female 
Vas defer ans 
Considered as A 
Male intanal Female child 
Genital organs at birth 
are absent 
Now Child Reaches Puberty, 
E ER 
At puberty — Resistant to testosterone 
Telegram - @Latestpgnotes 
Secondary Sexual characterstics Testosterone T- 
of male do not develops 


Tn adipose AROMATASE 


"hssue. 4% 


Estrogen 
In females also, For pubic 


Not Resistant to estrogen 
hafrand Axillary hair, The Hormone 
heeded is— Androgens: 


Now since these Childiens are 
Resistant to Androgens in them Pubic 
and donot develops 


3rcast clevelopmcnt occuts 
COrtesponding to 















c: n 
cnnner!« 
| an rs 








0. Female with do primary Amenodithea, Breast Corresponds 
iD Tanner Stage 4@5- Pubic hair Cotrcsponds to 
Tanner Stage  1(08 2- uttrus Absent and Yo Inguinal 


Hernia: What is the diagnosis? 





Andtogen Insenstivity Syndrome: 


De finitive Diagnosis — Karyo ty ping: 
Management 


t Let them be female 


Z: Gonadectomy— After breast development is complete( 14—16 years oF 


ego 
3 Estrogen Replacement theraphy 


^- vaginoplasty — Technique and time of yaginoplasty is same 
like Mullerian agenesis: 


> Cannot become pregnant 


€ Cannot have own biological child 





Androgen Insensitiv thy Syndrome — Specham discase, 
which are 





omplek Ais RPG NP 











wv 
X- Linked Recessive 
dísordeg 


@ Painal Androgen Insensthvity Beprarererersees 


Males atc partially insensihve to tcstpstcrone. 





NOt X linked 
dis order 





Qcnotype— 46x 
l Intraa bdomingl (laa 


Gonads: Tests 


M do Inquína| Hernia 
E MÀ um o eit t 


Sertoli cells UE Cells 


Ank mullek'an Hormone Testosterone 


Parh'ally Sensitive to testosterone 
in ad duct Reqress 


Fallopian tube. 

Uterus — All these 

Cervix Qe Absent wlolffian dud s Di jio Festoster one 
Uppu Vagina qrows Dum 


( Pay tially sensik ve) 


Seminal vesicles 
€ saculatoy ducts\, = piesent but 
Eptdydimis hy poplashc 


Vas dcfertns 
Female externa| 
genitalia Resemblin 
Male a 
x Eo US 


Considered Gs Female y% Fusion o 








Child at hme of Labio scrotal 
Birth fold ® 
At puberty— Parhally sensihve to 
Te slo slerone 
Tes sktrone ^. Also hove 
IN Adipose tissue Masculine 
Eshogen Charackere 












IMA 









Secondary Sexual 
Charackishcs of 


Female — BREAST ® Charaters 








qp Inguinal Hernia + primar 





Ud Inguinal Hernia + primary 


i 









AMenorthea + Breast — TARRE 9o *ymenporrh eg, + Breast — Tanner 
Stage ^ (0) 5 Stage ^ (09 5 


Less pubic hair and Less pubic hair and 


Auxtllary hair Auxillary hair 


Pahent TT clitoromegaly 68) 


Lobioscrofal fusion 





@ Refenstern Syndrome - 
l 


neta TNSense tivity 


Very Less 
WolPFian ducts grows External Genitalia will be 
male 
Seminal vesicle (Hy pospad'as (0) Bifid scrotum) 
Ezaculatory duct L — present 
Epi dydimis (Less developed 
Vas deferens Taken as male child: 






@TURNER Syndrome:- 
Chromosome no > bun 


Y-chromosome is absent 
-". Gonads = OVARIES 


As only one x Chromosome is present 
These Ovaries Di not properly developed 


Shcak Gonads 
Ovarics— Streak 










No Sertoli celis ND Leydig cells Estrogen 
levels aie 
Antimullertan Hormone > Present Mo testy sterone Decitosed 
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Mullerían ducts Grows 
Ll Wolffian duct f External eu, 
( Ealan kiben T a u Rennes are like female 










Uterus Ls prese nt 
Ceyyi x lash’ 
Upper Vagina HYPGPIBSTE 











en wp 


Negative Fecd back 
Absent — on Fshts gone 


aa 





X- Ovaries 


are Sheak 
4 


No ovulation 


E Progesteronc 


. Hy pergonadohophic 
"po 


^ LH;FSH 


Hy PbGonadis m 
—— 
Xj estvoq en 


Certain Additonal Features of TurRNER Syndrome -- 
L cubitus Vulgus 
2: short 4th metacarpal 
à: Low posterior hair line 
4: Webbing Neck 
5. Shield shaped chest 


C. Widley spaced nipples 
: “Perea -F mc: 
Q. 


Autoimmune diseases 













e 





Diabetes, Hashimoto thyroldins- 





| Ta -= c 
In [URNER? | 





In kUNEFELTER SYNDRoOmE—> IQ is decitasd | 


Management 0f TURNER Syndrome 


cnt 
Estrogen — Qlonc for Lyear for proper Breast clevelopm 


fb Estogent Progesterone later on: 


@Pure Gonadol Dysacnesi's- 


46XX — but duc to Unknown Reasons they have 
Streak Gonads 


Ril Charactershcs are Similar 
to TURNER SYNDROME 
Except, 
L Height 0f the pahent is Normal 
2: Addihonal features of TURNER arc absent: 
Management — same as TURNER syndrome. 
@SWVER Syndrome: 


Chromosome no—> 46xYy 


1 
Gonads— Tons 










Teshs are not funchoinin 


Sertoli cells em 

Anh mullerian hormone Testosterone absent in 

not produced Intrauterine life 
Mullerian duct will not 

Regress Wolffian duct External Gcnitelia 

J Regress Resembles 

Fallopian tube tl Females 
uterus —, Present: Seminal vesicle 
Cow Eyaculatory duct V > Absent Female child 
Upper Vagina Eptdydimis at the Hme 


~~ vas deferens birth 
(Female em 4 
qenitelra presen Male Internal 
£enitelía absent: 


At puc ity, 
| Telegram - @Latestpgnotes l 
ao funchoning Adrenal glancls will 


Pro duce little testosterone 
Testosterone is absent I 


$ Some pubic hair © iae) 
Eshogep absent Some Axillary hai ® 


Breast development 
Gbsent 


X Con be taken as a Case of 


Delaye d Pubey ty 
¥ Primary Amenorrhea. 


Management 0f SWYER SYNDROME : 
de Let them be female: 
à: Gonadectomy as soon as diagnosis is made. 
3° Vaginoplasty 
4-Eshogen alone for 1 year — for Breast development 
Hb Estrogen and proqcskrone- 
@KALLMAN Syndrome: 
E J 


X Defect in Neuronal Migration of Neurons which forms 
GNRH from the olfactory placode- 


* Gene is kali 
x- Levels of &ngH V + Anosmia 
I) 
Y iH. and V FsH 
lj = clo Primaru amendrrhea 





Y Eshrogen 
J 





X Management — GNRH (pulsatile mor) 


X It is an Eg: for Hypogonadohophic Hypogonadism- 


| S IST E a a a E a ee 
45 X0 46xy 
Telegram -|@Latestpgnotes 
Streak Gonads Gonads — OVvarics— Normal 


LH and FsH [ncreasecl LH and FSH decreased 













Additional Jeatues— Anosmia 
X Webbing oF Neck 
X Cubitus vulgus etc. 






Queshons: 


6; A young female presented to you with | 6: 
primary “Amenorrhea: Examinahon Reveals 


Notmal Beast development and absent 





Gxillary Hatrs - Pelvic examination ay MRRH Cy imperforate Hymen 
Revealed Clifotomeqaly: On USG 6&onads| \b¥ Gonadal dysgenesis cly Incomplete androgen 
are visible ih Inguinal Region. Most Ingensthvity Syndrome 


likely Diagnosis fs ? 


x Su ind HERE 


cy MRRH 
dy Gonadal dysgenesis 


Q: A 17yrs old Female has Noma Statur, 










Gbsent Secondary Sexual Charactis and 
|» primary Qmenorrheo: Her FsH and LH levels 
Qk clecreased Most likely diagnosis 





by pure Gonadal dygenesis 
Ch Swyer Syndrome 
dy Tumer's Sqadiome 


Q: In deshculat Feminiaatton syndrome - 


by t FsH levels j | Gy As soon as It ts diagnosed 
cy Female external @enitelra present 
dy Have wOlmol but Infantile 












Cy only When malignancy develops 














Internal Genrtelia. d? When hiüsuhsm is evident - 
IE —— —MR————— ——23 
Amenorrhea, absent secondary Sexual 
 Charackrs: USA Shows small uterus Gad | Axillary hairs: Examinahon shows absent vagina 
Gnd on usG uterus is absent what is the 


AY Androgen 1nsensitiytty Syndrome 
by CAH 





Gy LH $ FSH=NOrmal 
by LH $ FSH= Low 









dy Webbing oF Neck 
wil be seen 





dy Turner Syndrome: 


Qlogent Except? | 5 Telegran] - @Latestpgnotes 


Gy cervix 
b» uterus 


Cy UPPty Vagina 


© SECONDARY AMENORRHEA 


Secondary Amenoirhea—> Amenoirhea for 7 30 days ING Previously normally 
menshuaking Female (08) < 3 Cycles (n a female with oligomenorrhea 


e m|c|c of 2° Amenoithea is — Pregnancy 
* Mic Pathological cause of 2° Amenoi hea —> PCOS 


*Causes of 2° Amenorrhea: 


Systemic , Causes Compaytment_wise causes 
4 


i Thyidid Problems 

2: T Prolactin 

3 Severe Anemia 

4° chronic Renal failure 
5 Genital TB 


Hy per Prolactinemia 
¥ When iu^ Prolactin 4 






Lactahonal -ve on GNRH 
Amenorrhea [s due 4 
to T prolachn oe 
2 Amenorrhea 
X If Prolactin levels € So ng[ dl — Follow up 
iIE-2 50nqid| — MRI 
4 
Rule out PROLACTINOMA 
PRÜLACTINOMA - 
Prolachn Secreting Pituitary tumor- 
Tt can be 


MICROADENOMA: Sizer € icm 
MAcROADENOMA: size zz icn 


Clinical Features: May be due to Prolachin Scciction 69) Pituitary tumor 


disi dia : ^ Em ( Head achd Near to 
Telegram - @Latestpgnote: 


a. ophc chiasma 
Gneu f Galactorrhes? 

4 Visual disturbances 

2° Amenorshea) 






Di Ggnosis- MRI (s) 
Management: | 


Mites denomo. TERR 
4 
Doc CABERGOLINE Doc—> CABERGOLINE 
4 


Doses 25mg twice weekly: IF size of tumor 73cm | 


Patient is Responding 


Surgery 










boc for ^ Prolachn — Caberqoline 


boc for t prolackin in an infertile female— Bromocriptine 


Compartment wise Causes of 2° amenorrhea’ 








HYPOTHALAMUS X Stress 
x Anxiety 
x Excessive physical Excercise 
QnkH x Anorexia NCYVOSO, 
| x Bullemia Nevvosa 


ANTEROR PITUITARY X- Prolachnoma 
¥ Sheehan Syndrome 





FSH LH 
o dl LLL 
OVARN * Pcos | Anoyulation 
x Premature ovarian Patlure/ 
a Premature menopause 
Hd. Progesterone ll 40ytars) 
UTERUS Hsnerman Syndrome 
* Tnbaulerine adhesions and 


Telegram - @Latestpgnotes Very thin Endomehial lining 
e Miclc — Post paitum curettage. 
other causes’ Genital TB, 

h Dilataton s (unkaa 


ln toris 


* clinical Features :- Hy pomenotrhea 
2 amenorrhea: 


|. * TOC— Hysteioscopy 
e Management 


of Asher man ps X- Hyster scopic 
adhesioly sis + 
Balloon catheley insertion 
J ab 
X Estrogen P Progesterone 
SHEEHAN SYNDROME: 


a 


During = pregnancy, lea ide qland enlorges TUSD 


Mainly Anttvior lobe 
- 3 Suppose Q female after child birth 


develops PPH 
4 


Blood supply to all organs e 


Blood Supply to Anterior 
pang gland P 


Necrosis oF Anterior pituitary 
Gland 


kla ‘Shee hon sy ndiome” 


All hormones formed 
Anterior Pituitary gland decreases 


Prolactin Y n. LH $ Fs 


4 4 
Inability to breast Cold intolerence Secondary 
Feed Amenorrhea 
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Work up of a Case of Secondary Amenürrheo: ©) 


15* Investigahion]| Best Investigation => 





UPT TSH Prolactin 
NORMAL 


Next StcP:- Progesterone Challenge test 
(Medroxy Progesterone acetate for +days 
Gnd then With draw) 






Bleeding Present Bleeding absent 
i | Next Step 
Pcos| Chronic. Anovulahon 
Estogen 3 Progesterone Challenge 
test 


Give Estrogen for 21days 
Gnd Last lodays Add progcstaone 
4 


Ike Normal Menshualcycle 
(bone work of Hypothalamus, pituitary, ovary) 
— Sn 


Blecding Absent aes present 
Problem ts tn uterus | Check for FSH 
Cndomehium levels 


ASHERMAN Syndrome 


7 40tU Normal @ Y. 
4 


Premature Menopause 


Do, Ca 


Empty sella Turcico. Space Occupying Normal 
ĉsion 
Sheehan Syndrome Hy phothalmic 
pituitary tumor 2° amenorrhea 


PROLACTINOMA) 
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By: A 35year old female fs not having 


Questions- 
er Menses for last 4 montns - 


0, which is not — amenoreo? 
She has High FsH and LH levels in by kallmann’'s Syndrome 


Serum with low €shrodiol . The likely cy MRkH Syndrome 
Cause is d] Turner A. 


ay Panh ypo pituita rism => Ltn, FSHĻ 
b7 PcOD — iut FSH 6. In cose of 2? amenotrhea who fails to get 
"The fault lies at level of — 


cy Exogenous Esto gen adminishaton 
0j pituitary 


Es trogen —-ve 0n FSH— FSHY 
V Estrogen by Hypothalamus 


> PFSH, T. LH 
5 siet. 















urina, Fram amenorrhea from 
po M ced 
Remained Asymptomatic thee after: 
Skull X-ray shows Fmpty Sella 


wi Menopause 
(tutary tumor: 









e 
dy Inaducta| papilloma of- breast 
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© HYSTERECTOMY (s) 


Female Genitalkiact Related Anatomy : 





Broad ligament 







Cardinal ligament / 
Mackenrodt Iigament/ 


—— 








Water unde: Transverse Cevvical 
internal Os ridge ligament 








MC site of Urebic 
Injury during Hysterectomy 


Course & Relations 


infenor mesentenc artery 
Common iliac artery 
Middle sacral vessels 
Supenor rectal artery ( cut) 


Ovarian artery 
internal iliac artery 


External iliac artery 


Middle rectal artery 
Obturator artery and nerve 
Uterine artery 

Umbilical artery 

infenor vesical artery 
Vaginal artery 


€ 


Round ligament ( cut) 


inferior epigastnc 
artery and vein 


Aiman oecu al artanne 


PIVER RUTLEDGE Classification: 


Ty PE-L Hy Stcrectomu | Simple 
Hysterectomy | Total Abdominal 
| Hy stere tomy CTA) 


Mic Type of Hysterectomy done 
for Benign Causcs— mc 
Indicahon — Frbro (d 


TyPE-2 Hysterectomy | WeRTHEINS 
Hysterectomy | Modified Radical 
Hysterectomy 


TYPe-3 Hysterectomy | Radical 
hysterectomy 


Uterus + Cerin 


Depending on, âge o) pakent 


<45 yrs 


7 fTSsgir 
J 


Remove the 
Ovary 


DO nok Remove 
Ovary 


kls: Bilakral 
Salpínqp opherectomy 
P A asp) 


TAH + Bsp 
kls- PAN HysTeRec Tomy 


Uterus + caviy + both Tubes + both 
Ovaries + 1cm of Vagina + Medial half 
Cardinal ligament + Medial half of 
uterosacral ligament + part of uterine 
Grtery 


uterus + cexuix + both tubes + 
both ovaries + Enhre Cardinal ligament 
+ Enhie ulerosacral ligament + Major 
Part of uter?ne artery: 





MC sde— at pelvic biim: 


8. MC ureter/c injury fs Seen (n— simple Hyskotco 





by Radical Hysterectomy 
Cy Wettherins Hystere cfomy 





dy Subtotal Hy stere chomy —> Removal oF ukus only, Not cesny 
— p is done for PPH 








Qy Simple Hysterectomy 


by Radical SE EAS Sus 


Risk of ureteric Trag ^ dias 





©- Routes of HYSTERECTOMY - 


dy Subtotal Hysterectomy i 


Abdominal Vaginal 


Open Hysterectomy Lapatoscopic Hysterectomy 
(TAH) 





Steps of Abdominal Hysterectomy - 


1*clamp 








Round lig ament 
Fallopian tube 


Ovarian ligament 
lnfund bulo Pelvic 
= ligament 


Broad ligament 


Cardinal ligament / 
Mackenrodt ligament / 
Transverse Cevvical 

lig ament 





2^d 






clamp 


ztd clamp 


clamps in TAH: 
1% clamp ——9 Tubo ovarian Round ligament pedicle 

and clamp — uttrfne artery 

3d clamp — Car drnal ligament 

4" Clamp ——— > UtrOsacéal ligament: 


XIn Vaginal Hysterectomy—= Oder fs Reversed 


xIF Dur êng Hy Sterectomy Ovary is not be Removed, then Infundibulo 
pelvic ligament should cut: 
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VAGINAL HYSTERECTOMY 


[Advantage |.  Písavatsac > ] 





L NO Visible Scar 1- Abdominal $ pelvic Organs Cannot be 
Explored 
à; Complicahons are less 
2: Tubo ovarian pathology cannbt be 
3 Hospitalization rs less dealt with Same sitting 


4: opi e ckly 5. pifPicull +o Perform rf Se oP uterus 


less Chances of is P12wks Pregnant Uterus sE- 
thrombocmbolism 
4 Difficull to perform iF adhesions 
5-Resumption of daily achvity more Gre present- 


quickly 





6: Best for Obese Gnd elder! females 


Important (hcísions (n nec Suratrits:- 














(arian masses) 
used for ovarian 


/ Surgeries 
Ruther ford 


Morrison Incision 


Midline freistom (not used commonly) 
Paramedian inctston 


Maylard Íncision 


Pfannensteil incision( most Commonly used) 
Cher "eg Incision 


X MAYLARD Incision: 
e Jt is Gbove and parallel to Phannensteil (n cision 
e Rectus Gbdominus Muscle is cut 
* Better Visibility to éxplore pelvic Cavity 
* Used In Gynae 0nco Surgeries: 


X CHERNEY Incision: 
* JF is a inusion used tO access Rehopubic space | space of 
Retzius. 
e Incision fs below the pfannensteil incision 
* Used fn urogynecology: 


Queshons - 









a ay Paramedian- Best fneision rr Csrancrs 
by Transverse fncision Should be only used ín Excephona) Cases- 











OQ. Maximum Chances of uretric fnjurg are with s 


oy TAH 





Cy Radical hysterectomy 
dy Vaglrnal Hysterc ctomy 


" All of the Followtng are advantages oF vaginal Hysterectomy over Abdominal 
Hysterectomy Except: 


ay Better tolerated fn eldeil 


y and obese females 
b 


lesser Risk Post Operahve throm bo €mboli sm 





dy Cortects Prolapse OF Other Organs 


Q- Arrange the Polloufng shuctue's fn the Order în which they are 


Clamped PP Vaginal Hysterectomy: 
Qy Cardinal ligamen 


by uterine Grtery 
cy Utero sacral ligament 
dy Tubo Ovarian round ligament pedicle 


& A. Dos BK 
Snob Pp 






Cy Cardinal ligament 
dy mMesovayium. 
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€  ENDOMETRIIAL CANCER 


Endomctiéoa| Hyperplasia: 


Simple © Complex 
© 
© © 
Without atypical cells With atypical cells 


de Simple Hy pec plasia without afty pical cells] —— iL 


Least to Uncks JO maltqnoncy. 
Grea Cyshe Glondulas Hypes plasia 
2- Complex Hyperplasia without atypical cells ———9 34 
3 Simple Hy ptaplasio with atypical cells ————————5 &- 


^' Complex Hy purplasta with atypical cells. ——————9 301: 
= Maximum To unde qo Malignoncy - 


Endomchial Hyperplasia I$ due to, Excessive €stwogen 
| 


"4 
Proliferatcs Endomehtum:- 
Co Excessive Bleeding 


]" Inveshigat fon—7 Tys 





Check Endometrial Theckaess 


pre menopausal Post meno pausa! 


PEN. "2 Smm Creo > 


>, 


LOC: Endometrial Aspisahon 


Endometrial Gspiration Biopsy- — 
1 Biopsy x 

* It is an OPD procedure A 

x Done Using PIPELLE=7 ; GOLD standard. Frachonal curettage 

VABRA ASPIRATOR ÓR) » Telegram - GLatestpgnotes [ye ct GRON TBest) 

karman's canulo ~ i 

X No Anaesthesia 2'* Best — bilatahon and 

CurcHage 


needed 









Endomchial Hyperplasia is G 
Histopathological fending: Not o. 
Clinical diagnosis 





X Report —9 Endomehial Hyperplasia is Present 


Management Ndometrial Huperplasia: 
With out atypical cells with Gtypical cells 
Simple =` L4. S?mple-= 81 
Complex = 3} Complex = 201: 
Doc= Progesttone x TAH Ł Bso [ges 
Youn patient 
MPA (medroxu progesterone refuses Hysterctom 
ner tte! j Hy J 


(12- 14days (n a month) proge staonc > MEGESTEROL 


Endometrial Cancers: 
XHyperestiogenéc pine 





Risk Factors Protective factors 
Nulli parity Mult parity 
Obesity Pregnancy 
EGdy menarche phystcal Excercise 
Lake Menopause SMoking 

OCe's 


Résk.faclots for endometrial Cances:- 
Family —— Family Ho 
HNPCC OF Lynch syndrome 
«Gene mutahon oF MLH1|IMLH Í MLHE | EPCAM gene 
* Beca 1] Beenz 
Has ——— Hypertension 


` Telegram - @Latestpgnotes 
0 — Obesity 


L | — Late menopause , Easly menarche - 


D —» diabetes 


A —>» Atypical Endo metal Hy pes plasia - 
HRT [only Estsogen) 
U — > Undpposed estrogen ^^ endomehsal Cantey not 
Ovarian Cances 
Pcos 
. ESh0qgen Seciehaq Ovarian dumb: 
N —_, Nullipariby 


T —? Tamoxifen 
Obesity + Hypatensr'on 4 Diabetic 


1 — Ho intet &l by. female hos f chances of 
Endomehial cancer = (otpus conex 
Syndiome 


Mic Variety oF Endometrial Concer — Andenocarunome ( Endometrord variety) 


On HPE: 
¥ Back fo back arrangment OP qlonds 
+ Desomoplashc Shomo. 









Well di[frencroted — < 57- undiffermo'oted cells 






Moderately diff re nciated—95—- 10-4. andiffernvated cells 






poorly diffexna‘ate d 7 Sof undiffeienciated. cells 


XMost Mal’qnant Varicty of Encdomemal caruinoma— 
M Mal gnant ty of | maT 





ON HPE:- HOBNAIL NUCLEUS 
4 ; : 
Best —> Papillary Scvous tumor 


All Endomenial Carunoma divided nto 2 Cateaorics:- 


X Adenocarcinoma Grade L ¥Adcnocarctoma rade TV 
Grade 2 Clear cell Carunome 
papillary serous Tumor 


Æ Better Prognosis x Bad Prognosis 
Telegram|- @Latestpgnotes 
X- Associated with T Eshogen X- Not ascociated witht Eslvogen 


X Mlt fn obese Female X- Mic In Then female. 





x More common in while females | © more common Black females 
¥Assouated with Mutahon fa 


*Assodaled with Mutahon ín 
(f TEN €j PS3 gene 
Keeper for 
Endometrial cancer - 





eMic Age for Endomehtal Cancer —? 5-4 decode 


*Mic Symptom —— Trregutos vaginal Bleeding Y post meno pousal 
bleeding (PMB) 


» Post Menopausal bleeding (PMB) 





* Most speahic Sy mptom 


t pus ín uttius —> PYOM ETRA | 1- Loss of appeh'te 


2: Foul Smelling wates 2- Weight loss 


discharge — HYORORRHEA 
3- Cachexta 


3 Pain tn Gbdomen at the 


Same hme everyday — ` 
kja:- SUMPSON. PRIN 





Post Menopausal Bleeding: (PMB) 


* Micic of Pme — Senile Fndomehiol otophuy 
© Micle OF PMB fn india — cancer ceivix 
* MIC Cances Causing Pm& —> Cances Cervix 
* *. of PMB have Endomchial canes — 10l: 


* IF Invesh’qahon done (n PMB — TVS 
Look For Encomehial thickness 


Endomehium 


uniformly is mote thick 
Tick Endomehium at pavh'culov 
Ac oG J elggrat n@iatestpgnotes pl ace 


AGO = 7, Stam 


| Loc | Loc 


Endomebial aspiraho Hyskiocopy Gand 
[5lopsu 3 Biopsy. 164) 


Gold Standard :—> Frachonal CurHage- 
PNOMETRR: 
* Micic of pyomeha — Senile Endomehihs 
è Mic cancer causing pyomekha — Endomebial cancer 
e Mic cancer Causing pyomeha in Trdia— Cancer (ovis - 
3 Mic Route of Spread of Endometrial cancer — Direct Speod: 
x Mic site of Reocutrence — Vagina. 
SCREENING: 


Æ Routine SCrecning not done 
X Screening done only ina HNPCC pts 





Best Screenéng — Frachonal Curctage 


Best Method to prevent €ndomchial 
Cancer (n pahints of HNPCC— 
DO TAH + BSO 

after childbeanng is 

Complete But nok latex 
than 40years- 


Screen for Colon 
Cancex by dola 
Colonoscopy (cee 
2014) 


STAGING PROCEDURE: 7 
Surgical staging . 
Biopsy Shows Endomehial Cancer 
| me 


DO surgery — Remove Uterus g Ovaries 
Send I+ to — HPE 
JL 
Stage 


post operative Management 
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StcPs of Surgical staging ín Endomchial cancer: 


1: DO MRI— To Know Extent 0€ Muometral (avolviment 


2. ho Surgery — TAH + eso 


TF Cervix any ES Se below cewix is 
OV ive 






DO WERTHEIN'S Hystrectomy 
5: Lymph Node dissection: 


Type 1 Endomchfal Type 2 Endomchial 
Cancer cancer: — 
CAdenocarcrnomea L Adenocarcinoma. grcde MI 
Grade Land 2) Papillary Sevous 


mox 
Clear celf CO. ru'noma) 


Extent of spread 


Pelvic and para ooi c 
Limited to Spead outsiec Lymphnode aissechon. 
lI Wwrerus : 





AG, 
Look | Report 
' -7 50- myomehium 
Myomh ium involved involved 
L | Tum oy 
720m 
q4 4 

NO tym h Node pelvic Lymph node 

daissechion aisseckhion. 


FIGO Staging of Endometrial Cancer: 
pora. aor o! C2. 


"mn os 








S€r0s0. 
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h.dencexe. 






clvic lymph 
i Mode. 


Ti c4 


Bladder - (D IVA hf. Rectum 


Stage Lr Canctv limited. 10 ukrus 


A cspl fu omce kium 
R= 7 sot: myomebium 


Stage I: cancer Spreads to Cervix 
Stage TL :- Cancer Spreads beyound uterus and cewix 
A — Serosa (08) AdencxG involved 
B Vagina involved 
C—> Lymph noce involved 
Ci—> Pelvic Lymph node 
C2 poro antre Lymph node 
Stage N: Metastasis 6ccurd 
A— Reqr'onol Metastasis — Bladder and Rowel- 


B— Distant metastasis Supe rPrccal Lngut aal 
Lymphnode Vnvolved 


Role of MRL: Role of CT: 
e Muyomchium extent e pelvic Spread 
* Lower uterine segment e Lymphnode ‘nuolvement 
(nvolved or not: * metastasis 


* cevvik Involved ot not 


Post Operative Management - 


Management of choice fn Endometrial cancer—> Radio thesaphu 









L In stage TA Rdenótaüranomo- Grade 1, 2— ND post Opriahre 
Rado lhaopy fs necded 





2. Tn dnne V and Ty = ( 






PACLITAXEL 
+ 


Doxo Ru BICIN 


Sde effects. + 
CISPLASTEN 
CTAP Regime N 





Stage 1A TAH+BSO | <2cm= No dissechon 
Grade 1$ 2 
7 icm= Pelvic +para 
Gornc LN dissechon - 
Stage 1A TAH + BSD Pelvic + para Gothic | Radrotheraphy 
Grade-3 LN dissechon 
Stage-2 Wertherin.s Pelvic + paro Gothic Radiotheraphy 
CENDO Hysterectomy LN dissechon 
Stage 3 | | 
DE bulking Pelvic + para Gothe | Chemotneraphy 
Stage A Surgery LN disse chon +l- Rado thera phy 
C ™» 


Tn Endomehiol Cance 





p Investigation —> Tys 








IOC — Endomemal Gepnabon 
Biopsy - 





Gold std > Frachonal Curetage 
Questions: — 


T t, sagen 
Endomevord yoncty. Stage is 
Grad Tl limited tb Erdomemum 
Gy Hy stere ctomu 


3-4€m. What is the Most 
dy GnRH Analog Gppropriate skp- 








SNR, | onus 


C9 TAH BSO Wilh 






pe(vcc Gnd 
pasa aoxhic d 
e dy, Thu BSO HE Radio tha ope 


Gy Sdn frachonal SUIS 


Cy perform prpelle aspiration 
dy Renew 


(n^ 3 months or Carlier 
if Bleeding Occurs 








aon 















by TAH + Bso with pelvic 
. Lymphactnectomy: 
C) TRH-F BSO With pe(yCC Gnd 


poro aoshe Lymphadtnectomy | Gy perform MRT 
d, TAH BSO Ho 4 ny by Paform TAHT BSD 


adio tinto 
j Gy pesform TAH + BSD + Pelvic + 


Qro anhe LN disce don- 
dy Surgesy Hb Rodiüthe aphy 
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© CANCER CERVIX 
Anatomy of cervix: 


Lined by Cloumnac Epi the lium 
" 










ENDOCERN IY: 0n Perspeculum Examinahon:- Red ta Colour: 


EXO CERVIX | PORTO VAGINALIS| ECTOCERWIK>— lined by Squomous 
Ca helium 


— bn perspecalum Exominahon i- pink i'a 
Colour 


EXTERNAL OS: 
it iS the place 
Where CaVvix 
Opens (h Vagina 
* (n. Nullipasous 
ik Gppears G4 Ph point |Ctrwslay 
* [n Mufhpaxous — Tranverse slik: 


* Itis & Dunomic point 
e Lies Originally at level of 
€xtunal 0s. 
“It move Out > Louoids. Exocervix 
lunder the influcnce of 
Hormony 
in following Con diibon; 
x Puberty 
X Pregnoncy 
* pills 
* Tk Move (n — towards Endocewv tx 
(n Menopause. 
* Class'fication oF Trans formato Zone. 





PER SPECULUM EXAMINATION OF CERN fy 


TYPE 1» Wes — €ntirelq on Exocervix 
(Clearly visualized by colposcopy) 
TYPE 279 Part of ib is fr Endoceutx 


Cean Shil be visualized by Colposcopy) 
TYPES Enitvely fnsvde Endocevwir 


EXO CeR vI«, 


ENDO 
CERNIY, 


PA enni Ccannot be visualized by Colposcopy) 





ton Per speculum Examination— White in 
colouy 


Important porats E 


1 MC cancer of Ceyx is Squamous cell concer: 

à: MC site for canaux cervix (S Trana Formann zone: 

3- Mc site for Adenocarunome of CNi — Endocewx 
4. 





Lymphatic Dratnaqe of Cewix- 
H* Hgpoqoshíc Lymphn 
0- gbturom Lymphnod e 


P- Para (ewicol |ureteric Lymph nod & 
E- External iliac Lumphnnde . 
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* Mc Lymphnode thwolved in Cancer CevVtx —9 Obhwatvy Lymphnode 
3 Sentinel lymph Node for Cancer Cervix — Uretenic lymphnode. 
(Among Gynec cancer, sentinel Lymph node Biopsy most useful 
f^ VULVA Cancty- In WuLYA concer: Sentinel lu mph node ts 
Super firal Ingurnal lymph node) 


X In Cancer Cesvix Superhcial Tnguinal lymphaode arc not 
involved through Iuymphobcs: 


IP ép involves iiu En lymphnode —> Jt fadicates 


XIn all Females columnar €prtnelium oF Endoceswix Chonges roto 
Squamous Epithelium of Exo cevWlx 
This Change ín Epitneltum rs called METAP LASLA 
absolutely Normal 
phusiotloqrcol. 
Seen in all females 
Not a pieconcey 






¥wWhen iInfechon occurs ra females 





Not Normal 


Most of times If it persists 
Pathol o 


iE Resolves 


In Dysplasia — ^ Nucleo cytoplasm ie raho @ 






real 





y IP dysplasia involves < 1/3 of thickness of Cervix — CIN L 
113 +o 213 thickness of cesvix — CIN 2 
Z 243 thickness of Ceww%— CIN 3 


XIF dysplasia involves €ntire thickness of cexuiX but overlying 
membrane is intact — Ca insitu 


*IF overlying membrane is broken — Invasive Cancer — Cevvix 
BETHESDA CLASSIFICATION - 
*(üN L — —9 LSIL— Low Squamous Inha Epithelial lesion 
e CIN 2 


* CIN 3 ^ HSit—>_ High Squamous Inha Epithelial lesion 
* Ching 
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Risk Factors for CiN | Cancer Cervix: 


most imPortant — HPv infection 


@ crome; of Transmission; 


Intercourse at «18ycors of age 
Multiple parmers 

poor Hygiene 

Muth parity 

Low socio Economic states 


Other Risk factors :- 
X* Smoking 
4 Immundcomprised state 


x OCP S— Adcenvcarel 
X In viho Exposure to 


re Gee ee 








HPV = 





*Epiothelibtrophic Virus 
Virus when infects Epithelium 


Nucleus pusphed towards periphery and Surrounded 
by Perinuclear Halo KS 






KOILOCYTE 
X-In HPV infechons— viral proteins 
needed for 
t Attaching it to Epithelium — La Lo 
à: For Viral” Replicahon — E1, E2 


3- Fot Malignant hans Poi mahon — oe | Kilocytosis . 


Suppresses | suppresses 


BH 
2 98 
De Ree 
Low. 


-_ >" 





XHPvV can be detected by 
p PCR 
2° Southern blot 
3 


XTests for HPy DNA donc in"ferigie 27 30 years: 


HPV 6 | TOES 3 m rri (85) 


HPV 11 


Causes Genital 
Warts 


Causes 


quis — qui 
* CO Cervi x e Co. Penis 
e ca vulvo e ca Anus 


* Ca VOq!hC. 


Important one liners (n  HPy-- 


L MC HPV assoctated with Cancer Cevyíx — HPv 16 





4: Mc HPV assoualed wlth Squamous cell carcinoma OF cevuix — HPvis 
3: Most specthic HPV foe Cancer  cavix —9 HPV 18 
4- Mc HPy associated with adenocarunoma oF Ceyvix — HPV 18 


HPV Vaccines: 
HPV Vaccine arc made from Inactivated Capsid polcins 


i= LE | DSE? aM AA 
Ro - gE 
w 

Gardasil Gardasil 9 


à: HPV Subtype 16, 18, 6, 11 16,18, 6, M, 31, 33, 45, 
52, 58 


5 Protects CIN, Cancers CIN, Cancer Cevvix, | CIN, Cancer Cervix, 

Against Cervix Genital waits Epithelial cancer of 
Telegram - @Latesipgnotes ' 

Vulva and vagina 





4 ` DOSE O Sml contains | o'5ml Contains, osm: 
HPV IG 20mcel HPV 16— 40mca 


HPV 18 20 mcà HPV 18> 20mg 
HPy 6— 2003 


HPV li 40mcq 


S Dosage 0, 1, 6 months 0, 2, 6 months 0, 2, 6 months 
Schedule 


+ Administered to | Girls and boys Gils Gnd boys Gitls and boys 
Sulphate 


Some Common point fos vaccines: 





| Age of vaccine Adminishahon—> 9-26 years 
Ideal age > I1- Id years 


l MC Complicahon — Syncope 


3 Conhatndications for vaccine —> * Pregnancy 
* HYypersenschvety 


Notc: 
L Mc Age qtoup for HPV infection 20- 24ycars 
2 MC STD ín Us—?HPv 


$ Mc Age for c(N—— 20- 24 years 
Ca (nsttui— 30- 35 years 


CQ RCM 35 = 39 ycars 
SS- 6D years 
Diagnosts of cances_Cavix (n. Nutshell: 


Screening Methods Dragnoshc method 


Pap smear CO test Rural aras 


«(Hey -DNA testing 
+ 


VIA VILE 
PAP smcas ) (visual (visual 
* Women 7 Soycass m HSBSER BH inspection 
with acehcau'a ) With Lugols 
Jodine) 





NI sib 
Punch biopsy f 
Colposcop4- 


Y Y 
(34) a Lesion nok 





SCREENING: universal Screening: 


PAP test: . 
* Age to start —> 24 cars iticspechvc of first intercourse 
* Inshument— Ayer qs Gnd  €ndocewN'col Brush: 















C E / ? concave md 
Rs spatulo L_, Endocervical Brush. 
Cervex brush 
o MM 
Metaplastic cells Cytobrush — 
Squamous cells ^ Plastic spatula 
2 D ams Í 
wu Wy ~ 
a. {i e Wooden spatulave 
Columnar cells 
J 
15* stipe Md SLIDE 3* supe 
| 
By concave End of Ayers By Endocesvi'caf From posteroy wall 
Spatula and rotated Brush of Vagina. 


360° 


#Cytology Sample fs taken From —» Poctenios wall oF vagino 


xHOrmonal Study sample is taken Prom — 









Æ Fixatve — if Í. 
* LIQUID based C4toloqu — > Done Using cervical brush. 


The brush is removed and deposited in the methanol Fixatie > (METHANOL 


based liquid medium.RBC are lysed by transport NO Silde preposa hon donc 
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X Pap Smear 1$} performed 


Guidelines of Pa psmeas 


X- Statt Pap smear frm — 21 years 





Till ey becames 24years of age - 


Then, ftom 30-65 years of age 





7 bo Pap smear and "e p» c0 TESTING 
DNA feshing done Every 

Years - 
Conhiauc pap smear, Every 3 years- 


* Age Lo STOP pap smco. 
1- She had 2 Cotest or 3 pap test Nomal 
Conseqcutively 
2 Hysterctomy done for a benign Cause 


KX IP female is HIN. Postivc— 
L Bnauol Screeacng- 
2: uncertain whether to stop at 6S years- 


% IF female, treatment was qiven for (IN 2,3, Cosnsilu. 0r co Cenis 9 
Conhnue screening for 20 ycars CaHeast) 


*IF female has taken HPV caccine—> Conhnue Serening arusual 


In Rural aras , if Facility Pos Papsmeosr Not available — do 
VIA [ VILE 
PIT Neer 


VIA While colour Pink colour 
(visual ins pechon (Stained) Cunstained — Normal in o. ppeokere) 
acehe aud) 


VILI 
(visual Inspechon UNstained Brown | Maho Gag Colour 


with neal Lodine) (Glycogen Used up) Cstataed 
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RePort and Action: 


REPORT- L`- Normal Repat —  Continuc screening 


REPORT-2 ^ unsatisfactory test — Repeat pap smear afty 2-4 montns: 


RKEPORT- 3: Infechon rs preseat —> Give ünh'bxobics. aad Repeat pap smeor 
i 2- 4«- months 


Infechon which Can be dected by PaP smear Und Which Gre 


Can be detected 


4: Bacterial vaginosis | Gonotrhsa. 
3 HSV 

4° Trichomonas 

S- CANA GS"'s 





REPORT- 4 ASCuUS*= Atypical $quomous cells Qf. unknown Siqm hene - 
Chance for Conversion of ASUS To CiN-2, 5. 


4 
Reflex HPV DNA teshng 


Age 21- z4ycas Age z,2S years 
V 
E pep smear 
Abnormal 


4 i 
Colposcopy Co testing 


Colopo ccopy 
Catter 2year) 


KEPORT- 5* LS!L- Low Squomous Into Epithelial leston- 


sb vesible Growth Not visible 


Colposcopy C Col postopi'c Guided, 
'OPsy) 


EZ |- Endo cervical curcttage- 


Punch BYopsy 


Special S'uohions: 
X LsiL:- Female blw 21- 24ycars— Followup with Cytology 


Ccolposcopy contraindicated) 


3x mot 
LSIL> in Post meno pausal Female TT 
— Rejot PAP ín s — ——9À Colposcopy: 


s DD Hey DNA tese EES Colposcopy. 
— Colposcopy direch m - @Latestpgnotes 
* Lott: in Pregnont Temolc— Then further teshng Con wait titi 


EWeek atki delivery: 


G Case 17 Female whose Pap smear is Namal , But HPV DNA teshng posihve 
What (s the Next Step? 


Next step 
4 
Repeat p ts in 12 months 
IF HPV- DNA test persisk => Colposcopy - 


KEPORT- 6 - ASC-H ~ Atypical Squamous cells, HPE cannot Exclude HSIL - 
L; Chance Of Conversion of AScus to CIN2Z, 3 


Colposcopy Should be donc, Irrespective of age GR HPV- DNA testing. 


REPORT- 77 HSIL - High Squomous Inve Epithelial lesvon 





Lesion visible Lesion not Visible 
Punch bi Colposcope 
Linc 0 Psy nest d4 Endoces VI q 
Alternative ` 


Visualice Gnd LEEP 
CLoop Elecho Ex cisronal 


REPORT-8 - Broad Glandular cells: Produk) 


Tt would Suggests—s €ndomchial cancey (0) Cancer Cewix 
Test done — Endomehial Biopsy + Colposcopy + Endocervical Curcttage . 
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© MANAGEMENT OF CANCER CERVIX 


Colposcopy: 
X*It is a Magnifying Inshument 


Minimum Magnification i XU RENCUHUR 





X OPD procedure 
X- NO Anesthesia Reguired 


Ly Sen siti V Ü hy — 50 





a D fs x 
— 60! 


X1It is a test for Evaluating Gbnormal cervical 
Cytology 


* Procedure: 
step © Take Bropsy from any rough area 


Then apply 3-S‘ Acetic acid 


bysplatic areo Noma 


Appears white ee Appears pink 


a a 
Aceto white arta Appears Grey: 


© Take Biopsy 


(3 Take Biopsy from any Orca Where blood vessels 
Gre abnormal 






bisadvantage of 


Such blood vessels may be 
Colposcopy — Uppe 


* MOSAIC 

e COMMA SHAPED 
* RETICULAR 

* PUNCTATE 


CASE SCENARIO} Pap smear SHOWS "High grade squamous hha 
Epithelial lesion ^ CHSIL) 
Colposto py — Normal 
Il 


Could be Dysplasia v 
lying în Endo al Next step? 


E oslit; - Ds aa opsu — These days ta plin n icHage 





* It [S an OT Protedurce 

x Done under Genesal Anaesthesia. 

* Biopsy Must Includes, | 
* EndoceviX 
* Trans formahon Zone 
* Exocei vix 


* Complications— — * Bleeding 
9 Inuiy to internal 05—»leod.s to 2 trimester 
Recurrent Gborhons - 


X Indications of cone Biopsy! CONI ZATION = 


Draqnosh c Theropeu hic 


L|: Transformahon Zone lies L Cancer Insitu 
fn €ndocerviv (og) If Stage Lai of Comer 
Transformation is "not Completely Cevviy of young 
Visuli3ed malc 


à: Unsatisfactory Colposcopy 
limit of lesion cannot be 
Visuliged 


4: Suspectinq Aclenocarcinoma T) 
Adenocarcinoma insibu 


4. Endoceyvical curettage— posihve 
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T" up by uy 


Cotcsting , after Lycar At any age| 
at any parity 
Neg ative Persists 22 years LEEP| LLETS 
J D 





CIN L ín 21-24 urs of age 





Follow up even if it 
Persists 





LEEP| LLETZ - 


(Loop Elecho €xCisional Procedure | Large Loop Excision of Transformahon 
Zone) 
¥Itis Qn OPD procedure 
& bone under Local 
Anaesthesia 
X No admission Needed 
X Cut and coagulate at 
Same time 
X Tissue Can be Removed 
Upto a depth of Lomm 





Cancer Cervix: 

XMc Gynae Cancer fn world 
X 24 Mc Cancer seen in Females world wide (Mc— Breast cancet) 

* MC Type of cancer cevvix—5. Squamous cell corc’noma 

¥ MC site of cancer Co vix — Transihonal Zone 

* MC site of adenocarcinoma of cervix—> Endo cervix 

* MC. Symptom— Irregular bleedin 7 Post - coital bleeding | contact bleed 


K Most specific symptom— Post coital bleeding 


CASE SCENARIO- Female with Clo oF Post coital bieeclfna 





do TTET Te WUUSC 0 — QU 71 —— AP 


Di Step? 
Lesion visible Lesion not visibic 


Punch Biopsy Pap smcar 


If Abnormal 

GR) If bleeding persists for > 4ux« 

(Female >35yrs) ļ Colposcopy: 
Colposcopy 


C? Four quadrant biopsy 


by Cone Biopsy dy Cryo theraph 





X MC Route of Spread —9 Lymphahc spread 
* Mc Site of Metastasis — Lymph node 
X MC site of Hematogenous Spread — Lungs 
X Micic of death in canca Cervix — Uremial Renal Failure- 
* Pe Micic OF death fn Cancey Cewix— Hacmorrhage 
Procedure for Staging oF Cancer Cervix 
xDo a Clinical staging 
X DOD i 


"age Cancey 


Surgery 
*The Investigation which wee €Eariler not Recommended by 
FI&D 
1 USG 
à: MRI — Figo (2018) Recommends MI 
$ cT these Inveshgations Now 
4- PET Scan Telegram - @Latestpgnotes 


x Best Investigation for Radiological assesment of Tumor 71cm in 5iqgc—9 MRI 


* Best Investigation for Nodal mctastasis—» PET Scan 


X Suspected bladder | Bowel involvement Should always 
be confirmed by Biopsy: 


Bullous Edema of bladder! Bowel docs not confirm 
Stage- W 


X It is not necessary to do cystoscopy! sigmoidoscopy in all 
Cases; 
Indications— L Patients with Related symptoms 
2 Banel Shaped growth on a Enddcevwix Extending 
tO anterior Vaginal wall (May involve blacdes) 


New F160 Staging: 
Stage I => Cancer limited to Cervix 
(extension +o uterus is disregarded) 


I A— Micro fnyasive Cancer 
Coepth of invasion < 5mm) 


Al A2 


4 4 
Depth < 3mm Depth 3— <5mm 


IB— Invasive Cancer 


Cdepth of Invasion 2 5mm) 
Si 


Tumor 
i "e B3 
4 
«2cm. 71cm 74cm 


Stage IL = upper 213 of Vagina involved 


TL A— Parame ham not involved 


m 


TAL TAL 
SAC < 4cm Sige 7, 4cms 


TB — Paramehium 15 (nvolvcd 





Stage TIL — Lower 1]3 of vagina involved 
TA Pelvic Side wall Not NOTE Cratestpanctes 


T B — Pelvic side wall [nvdved 
0 


Hydroure ter | Hudvonephiüsis 


Miclc of death ín Cancer Cevvix Pahents——> Renal Failure [uremic ~ 


TMC— Lymph node involved 





C1 C2 
4 
Pelvic lymph node Para aoitic lymph 
Involved Node involve d 


Stage Ty. = Metastasis 
WA Regional Metastasis to bladder | Bowel 


TV &— Distant Metastasis @R IF Supeificial Inguinal Lymph 
Nodes involved 


Management of cancer Cervix 


Pri nciples:- 


t Radiotheraphy can be used ín all stages of cancer 
(stage I-TV) 
2° Radiosensitizers — f Sensitivity of Squamous cells to ¢adiotheraphy 
Radio Sensitizey used th Cancey Cervix is —> CISPLASTIN 


jF 





3. Cancer Cervix Rarely involves ovaries—> So fn young female when 


Surgery is done for Cancer Cervix, Ovaries are left behind | not 
Removed 


4. Surgery is done fi 


s Nor Gone 


Surgery is not done for Stage IB3 and TA2— ChemodRociahion 


* Fiom Stage Tb — V => chembRociahon- 





It 


om Stage IA1 to stage TAI 
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| Stage ID1 1 Coniaation Type 1/ Total Gbdomi nal Lymph node m 
Hysterectomy dissechion 


Stage I Az Coni zation | Radical Type 2 (werthem’s) | 
Trachelecfomy Modified Radical 
Hysterectomy 


Stage 161 Radical Trachelectomy | Type 3 | Radical 
Hysterectomy 

2 Pelvic 

Hysterectomy bissechon 





Stage T A1 Sige- <lLem — Type 3| Radical 
Radical Hysterectomy 
Trachelectomy 


Siae'- 72cm — 
Type 5 Hysterectomy 


NOTE: 


Radical Trachelectomy:— Removal cervix + Parame hium — then 
Gnastomose uterus and Vagina. 


¥It is done only if Size OF tumor S 2cms 


# Mode of delivery in Radical Trachelectomy pahint — Cesatcan sechon 


Post Operative Management: 


mm Risk Factors High Risk factors 
$ Sae 74 cms P— Positive Nodes 
S— Stromal invasion P— Positive Margins 
S— Lymph Vascular Space P— Paramchium involvement 
involved 
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In Stage LR1——— NO post Operative Management: 


In Rest all Staaes— 


NO Risk factors High pe If ee Risk factors Present 
No post Operative Chemo Rodia hon PORT 
Management (CISPLATIN) i a Radiotherapy 


External Beam RaciDtheraphy 
(EBRT)— 4S— 609; 


In stage Tb — X. and Ib3, Ta, —* Radio theraphy 
CchemoRadiathon is beter) 


———— (n Ca Cexvx: 


Brachytheraphy External beam Radiother aphy. 


Intra cavi tovg Radiotneraphy 
CICRT) 


Brochytheraphy - 


* Isotope — Low dose rote Technique» Cesium 123 
* High dose rate technique Iridium 192 


X Two ImPoitant Reference points in Brachytnera phy Git; 






[ 


| 
Mi ALS S e 


Location 2cm above Gnd 2cm | 2cm above and 5cm 

lateral to External os | lateral to external 0s 
Shuctures Paro.ce»vical] pare obturator lymph 
Present Metrial lymph nodes nodes 
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© OVARIAN CANCER-1 
OVARIAN TUMOR IADENEXAL MASS: 


*Funchonal ovarian Cyst 
* Benign Tumor 

K Borderline Tumor 

* Malignont Tumor 


Funchonal ovarian Cust:- 


e MC 







emporary Hormonal dista bonce 


CFotlicle callcd ak cyst aii 
eMC cyst to ruptuc—> Corpus lu 


*Theco lutein Cgst dux fo Hcg: 
Causes: Molay Pregnancy 
TWIN preg norx 


Ovulahion induchon with Hcg l clomiphene | Ams - 


All are usually not more than S=#ems sige, Regress Spontancously 
———M—— C — a C M 


Abenexal Mass: 





Benign Malignont 
XiMC Seen tn Reproduchve ¥Exbemes of oge 
oge female 
X usually Unilateral * Bilateral 
* Pan present X Inihally No pain: 
* Cyshc consistency * Variable consistency Ceuche tolra) 





—— 


a ee TT TF 
loc- For E s blu Benign Gnd Malignant is 
High Risk features of Malignancy 0n usq 


1: Bilateral 

2: Solid mass | Mult locular cysts 

3: Thick Septa (5,3 mem) 

4: 0n Sutface—> papillary Excrescences 

S: Ascth’s 

6: presence of Matted bowel loops and €hRlargea nodes 





Risk of Malignancy Index: CRML) 


Ulbasound Score + Menopause status + ca 12€. levels 


5 things —> * B= Bilateral 
A= Rsch's 


M= malignancy | metastasis 
S= Solid aras 


Store. Z 200 — High Risk of malignancy - 


Indícahons for Surgery on Adencxal mass: 


Ll: Any Ovarian moss showing high Risk features 0n Us 
à: Setze- Ovarian moss — 7 tcms 


Adencxal mass» 7 Locms: 
3 Raised CAMS levels fn Mend pausal females C735 105 


^: Acute Complication of cyst —> Torsion (mic— Dermoid Cyst) 
5: Diagnoshc purpose- 


ca-s ín Reproduchye age females 


* Not a diagnostic Beouue it is ™ in many 
Omer Condthons: 


Eq- Endombmosis 
Fibsord 
Pip. 
CasE-1:- Benign Moss fh, Reproductive Age qvoup- 


NO Need for C^ 12S Wcvels - 





See the Si3c of. moss on usq 


Watt and watch 


Follow up with Serial USG Surgery 


TP the Cyst doesnot Resolve or causes 


Symptoms like pain and irregular 
menses use Oce's 


CASE-2 :- Benign Mass tn Exhemes of Age - 


Epitelial 
CA-1 1S cell tu mro" - @Latestpgnotes 


Post Menopousal female re pubertal qirls 
i y I S3 Germ cell tumor 


n ovary AFP) ucqg 
33st Surgery: 


OTE? CA 125 levels ave of Not Much use ín Reproduchve age female 
0^ they can be ^ rn Benign causes like Endomebiosis, 188 
Fibroid, PID, Genital TG- 


CAIS ís significant only if ik's 






CAsE-À `- Adenexal mass ín. bregnonu - 





Not causing symptoms Causing un 

{ 1 liike acute Abdomen | Torsion 
15 Trêmester 2*4 Trimester | 
Wait and. watch a Risk Factors onusq Immediate Surgery. 
Qs mosty: corpus 


7, l0cms Sugheshn 
Luteal cyst which l Malignancy 


will regress by 12wks ind 


NOTE - 


Ses 


*MC Ovarian Cyst dragnosed ín pregnancy —* Dermoid cyst: 
* MC Ovarian cyst to Undergo Torsion ín pregnancy— Dermord cyst: 


* MC time for ovarian cyst to undergo Torsion— End of 1“ trimester 
Putrperium 


Remove. Immediately 


Classificahon of Ovarian Tumors: 





Cubordal Epithelium 
Surface epithelium 





Most COMMON 
Tumor S- 8(- 
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Most common 


yScrous (45-804: Thank — Teratomo. They aie Hormone 
Variety Endomcetroid (8-10 Mature= Benign Seciching tumors. 
Muctagis (SH) (Dermoid (U 





Clear cell (SH) Immahutd = Malignant Estrogen Sccrctiag tumor :- 



















Brenner tumou CFemrniaing tumor) 
You — Yolk sac tumor * Granulomoa cett tumor 
C€ndodermal sinus tumov) | X Froroma 
C- Choribtaranoma * Thecoma 


D- Dysqerminoma — [Androgen Seciching pum * 
E- E mbsyonal tumour | CVirilirng tumor) 
* Sestoli cell tumor 
* Leydig cell tumor 
* Hilus cell tumos: 
CHilus cell present sn 
medulla of- 0v avq? 


e Gynandsoblastoma . 


MIC Benign Dermoid Cyst 
Varicky Immature Cystic 
ttratoma) 


Overall Mic 
Benign tumor 


of ovary 
Mle Malignant 
Varechy 
Elderly Female Young Female (10-20 yeon)| Mosty perimenopausal 


Overall Mic 
(Mic = `60-dyeots) Y In age Group 10 -2byrs | Female but con be 


Malignant tumor 

of ovary 
Fol. of ovarian tumors | Seen at Any age 
Gre Gcr] 


MosHy 8rlatesal MosHy unilodesal Mostty unilateral 


j4: Bit J Blu 


*Serous ls - 201 * Damoid lol: 6c1 € 24. 
Cystadenom Cyst 
* Cystacnd Is- 20l- 
Caru'nomo 

01. 


Loo-/- unilateral > 
Aol: 


Brenney — MosHy 
ult 





























Unilateal | 
Bila kral 


















sa Bropsu of Opposite 
Ovary rs Conhafadicated 





C 
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Grow th O 
“Tumor 


Symptoms 


Maltg nant 
potential 


Slow Growing 
tumor- 


Non speu'hic Symptoms. 
Nausea, Vomiting 
Resembling Irritable 
Bowel Sundiome. 


Muctnous— 
pseudo my oxomo. 
Peritonei 


Brenncrs> Pseudomeig 
Syndrome 


Bad proqnosis 


% Serous Varichy 
Bengin — 6S4. 
Mal ignonk 3S - 401. 


¥ Muctnous— 201- 
* Brenner > MOSH 


Benign. 
x Clear cell tumor —> 


High qrade malig nont 


tumor: 


X- Endo mehoid —^ 
* Low Malignant 
Potential tumor: 
e Assouated with 
Endomehiost's 


Rapidly qvou n 
(Most is 1 


Present with Sub 


Granulosa cell tumor 


Gcule pain i'n Gbdomen| secretes Estrogen 


They eer HCq 


Precocious Puberty 


Better proqnosis 
* QCT with Best 
Prognosis— 


Highly Chemosensitive 
And Rado sensitive 


¥ GcT with wrost 
prognosis yolk sac 
tu 


Immature teratoma 
7 Dy ser gts minoma 


Most Maliqnont — 
Yolk Sac tumor 


x Dermoid Cyst 


'ahont r 
* MIC malig nang 
Squamous cell 
cancer - 
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e Most common 
Molignoncy — 


Endome lal cancev 





precocious Puberty 


*Menomctrorrhagia 
* post Menopausal bleeding 


Androgen Secrching tumor, 


* Virili sahbn 


Erbromo > meiq 


syndrome 


Best psoqnosis 


Granulosa tumor 
Æ Low Grade malignancy 


* 20-50 l- assouoted 


with &ndomchiol 
Hyperplasia 


* S associated with 


Endomehial cancer 


Routc of 
Spread 


Stagi’ng 


Treatment 


M|C— Transcoelomic/ 
“Trans per itoneal 


If Malignant 
ascth’s present — 
Stage-L C3 
If pleural effusion — 
Stage-4 A 
y) mle Lymphahc 
5picàüd. 
pelvic Lymph nodes 
Stage-2 B 


Rebopartoneal Lymph 
hode — Stage-3 Ay 


Tn quinal Lymph 
node — stage-4 B 


Bmic> Hemato genous 

“TP Liver and Spleen 
involved 

piu pParenchymo 

Staqe-5 e] Stage - 
3c 4B 
Surgical 

TAH * BAD | Debulkrng 

e um Surgery 
Staqe-1 
Gnd 2 


Stage- 5 and 
4 
Fit ChemoHhtrophy: 
except stage 1n 9 ie 
Grade Land T 
C ne! dad of choice 


Platinum + Paclitaxel 









Radi0thtvaphy Has 
Nn role tn Ovarian 
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Q 


Same (4 Epithelial Nodal metastasis rare 
tumor- 


NOTE: 
In Dysgesmino mo 
4 


Granulosa cell tumor: 
* Remains confined 


tO one Ovary very 
Long time , But when 
ít metastasrze 

Mic site'- opposite ovary 


It can Metastasige 
to Opposite Ovary 
Ond Lower veilehyo 


Surqicol Surq ical 

Consevvahve Surgery Surges 

U|L salpingo | 

oophorectomy 

fle by chemotheaphy young Old 

(n all stages. 4 I 
ult solphingo Tant 

C iii ade of choice | 0o phorectomy BSD 


B> Bleo mycin Fit by Chemothcsaphy 


E> ttopocrde Mn Staqe-3 and stage-4 
P2 Cisplatin | only: 
Catboplahn - 


Che ore of choice 


B> Bleomycin 
E> Linpncide 


MEE Ecl xs dre 
P> Cisplatin | 
Catboplahn - 













tumors Ovarian 
tumors are Radio Resistant } 
Except Dysqciminoma 
Which vs Radio sensthye 










© OVARIAN CANCER-2 
DERMOID cyst: 


LMC Benign tumor of ovary—> Dermoid Cyst 
«* MC Benign Epitnekal tumor Of ovary ——» Serous Cystadenoma 


X Mc Solid Benign tumo —9 Eibiomo g, 
X MC Benign tumor of ovary fn pregnancy —> Dermoid cyst 
X-MC Malignant tumor of ovary in pregnoncy —> Dusgerminomo. 


Dermoid Cyst- 
*B|L tn— tiot: 
@Risk of Malignancy — < 2/ 
MC — Molignanty — Squamous cell Carcinoma 


'** It has derivahves [rom all 3 gei m layers. 
Mc-» E v oo 1- cases) 
- Uniloculas cust: 
Thick sebaceous cheesy material 
Teeth, Bone, cartilage, hafr Present 
Raised dtea—> ROKINSTANSKY protuberance. 








Teeth] bone 
-Raised atea —> Rokrnstansky protubesonce 
“white ball appearence 

" bash -bot Appearnce 








i. Dash dot appearence 
Rokinstasky protuberance 


l Benígn Tumors of ovary = 
ee ath AA A l ————— ] 
* Lining — Resembles Fallopian |x Lining Glandular * Lining —> Resembles uictral 
Tutelovary Cevytcal epithelium lining (Transitional Cpithelium) 
Cliated Epithelium 
* Malignant— 40. xMaliqnont > < 201. x MosHy Benign 
*BIL— 2071 *BIL— Lot: x mosHy UÍL 


* untloculor cyst filled with multilocular cyst Filled — |* Rubbery consistency 
Cleat fluid with mucinous material 
Cut sechon— Honey Comb 
Gppearcnce- 


X Histoloqu— Psommoma body |* Associated with Hi stology— Walthard cell Rest 


Concenhic fine calcific pseudomyxomo peritoeti| + coffee bean nucleus 
Granulahons Seen 0n xray 


Associated with pseudo meg 
Syndrome - 


Two Benign solid tumors of 
> Brenner 





Pseudomyxoma Peritone il 


x Abundant mucoid mattrial in abdominal Cavity and pelvis 


xMc Seen in Coverall) —=> Appendix cancer 
¥MC ovarian tumor associated — Mucinous tumors 


X Other Causes— Mucocele of Appendix 


Meg Syndrome:, 


 Üvgtantumor( Figeoma) 


Ascities Right stded 
Pleural ¢Ffusion 


Pseudo Meig Syndrome: 
or, Granulosa Celltumor , THecoma) 


OvariantumorL Bremers tumo 





Ascites Right Sided pleural 
effusion 


Borderline Ovarian tumors’ 


*Low Malignant potatial tumors 
¥They Gre, Seen in Younger age group— 30-50 yrs 


X 
x 101: of ovarian tumors Gre borderline Tumors 


x Management —> Conserahve Surgery= UIL salpingo0pb rechomu 


Qyqreicohions gc «pons smengornenvaiag cancer 
U/L Kaie auiii mip 


i Borderline tumors 

2: Germ cell umor 

3: Sex Cord tumors (q a young female 

4: Epitnelial cell tumors in Young female (early stage) 





Malignant Ovarian Tumors: 


Etiology :- More eshogen—> more Risk 
More ovulahd SMER k= Theory OF 


Incessant ovulahon. 
Risk Factors 


X Nulli parous Piptective Factors - 
X Obesity (as) 












X Early menarche, Late menopause *Mul hpari hy 
X Ovulahon in pue Fait / PCOD X preqnancy 
Clomiphene cible] znfertili x ph sical” excercise 
X Workers in Asbestos factories * Smokin 
* Dysgenehc Gonads x Anovulahon 
* HRT — +- % OcP's 
X Breast Feeding 
x HNslerectomi = They protect 
* I igàhon 3 Ovary from 
Exposuie to 
Carci nogens 


Hereditary Ovarfan Cancer: 


X 5—]10| of all ovarian cancer— Herueitar 
¥BRCAL gene— Chr 13] These are inherited as— Autosomal dominent 
BRCA2 gene— Chr 13 





Charactershcs: They Gre Seen at LOyeors younger agé- 
Normally (n Ovatlan Cances Scitentng has NO role 
But ín Hereditary Ovarian concevs — Scitentng Con be done by TVS + co125. 











Best Method to P gisk of 





ovanan concer (a these female 's— 
| ars Not latey nan 40geors 





Malignant Epithelial Tumors: 
$ KRAS 


PS3 


"0 iano 
ive rupe 










Associate with 


Qerm cell tumors:- 


I| DYSGERMINOMA 


* 2 (mc malignant germ cell tumor 
e They hove Best prognosis 
* Most Radosensifive tumor 
* MC Ovarian Cancey én Pregnancy 


Tumor markers — Placental ALP, LDH 


gene Mutahon. 


> KQ 





Other points : 
1 Associated “With dy Ahe gonads — Y chromosome Present® 
Eq: Turners syndrome > 4s xo] +5xy 
Swyer Syndrome— 46 KY 






) 
Mc Tumor associated with Dygenehc Gonads —> 
GONRDOBLRSTOmR ( Benign) 
} 401: 


Z Gross findings— Solid Pink to Tan LObulated aras 


3: Histology— -+ Large, polyhedral cells rich ín Glycogen 


Cclear cyto plasm) 
* Prominent nuclei 


° Eosinophilic Fibrous Septa 





DYSGERMINOMA be A po^ 
Histology of 
2: YOIK SAC TUMOR: 


Dysgerminoma 





e Most malignant Germ cell tumor 
e Germ cell tumor With wrost prognosis 


* Unilateral in 1001: cases— -` Biopsy of Opposite ovary is conhalndicoted 
e Tumor marker —> AFP, Anh trypsin: 


Other points —> 





Cental capillary surrounded by 
tumor cells present in a Cystite space 





Sex cord tumors: 


GRANULOSA CELL TUMOR 








On HPE— 





NEL BIBIES— Small eosinophilic Hurd 
spaces With Rosette arrangement Of cells 


Ground it- 
x cells are typicallu Crowded 


X have Scant pale ^ Cytvplasm 
099) x Nucleus— can have groove 
L 


e Tumor marker— Inhibsn 





Tumor Marker 
Non mucinous 
Epttncltal rumor 

Serous 

Muctnous (A19-9, CEA 
yoik Sac tumor =| REP, Anti trypsin 
Chortocarunoma Hcq 
Dysqeiminomo LDH, placental ALP 


Embryonal tumor | Hcg, AFP 


Granulosa cellfumor| = In heben 





Staging Laparotomy: 
Steps: 


Look at Qll Abdominal organs 
palpate all abcoménal Organs 


Samples—> © fscihc Flucd if present 
iF absent — Add fluid and collect 
peritoneal washing - 
* Draphragm 
e Pelvic and Para Aorhc lymph nodes: 


Biopsy —> aes Peritoneal Biopsy 
Early: bo — TAH + BSO TREO Colic omentectomy 


(Not omental biopsy) 
Advanced `- Debulking Surgery + afracolic Omentectomy.- 


Staging of Ovarian Cancer- Figo Stog?ng C2014) 
Stage L : Tumor l’mited tO ovary 


A— One Ovary f(nvolved | * capsule is Intact 
B— both ovary fnvolved X- Tumor growth I's not on Surface 
x Peritoneal Washing — Negative 
C— one | Both Ovary 'nvolye d 
C45 Capsule broken during Sx (intro OPerahve ruphue of capsule) 
C; Pre operative rupture of Capsule 
C5— Malignant ascites | peritoneal WAshing— positive 


Stage-2 - Tumor spreads to pelvic Organs | peritoneum below pelvic brim] 
Prfmaay peritoneal Cancer 


A— Falloptan tube | ukus snvolved 
B— pelvic lymph node ravolved. 


Stage-3 + Rehoptritoneal Lymph node fnvolved (8) Peritoneum above 
pelvic brim  (nvol ved. 


Ai— Rehoperitoneal Lymph node rnvolved 
Atay >AL(1) 
L J 


Z 


< lomm > L0 mm: 


A2— mécroscopic (nvolvement of pexitoncum Gbodve pelvic brim- 
B— Macroscopic (nvolyCment of peritoneum S 2cms (9) Capsule 
of liver. and spleen £ Pehopoiitoacal lymph nodes: 
C—— Macroscopte involvement of peritoneum 72cm OR) Capsule 
Of liver Gnd spleen + Reto pewttoral Lymph nodes: 
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Vulva—— Female €xternal Genitalia: 













Prepuce 
i Mons pubis 


clitoris Cerechle , Highly vascular) 
Frenulum 
veshbule 


Labia majora 
> Labia minora 


Four chette 
posterior commi sre 


Fossa 
Nov iculatis- 


Labia Majora'- 


X Round ligament terminates ab anterior 1|3 of Labia Majora 
* M hos, 

* Hair follicles 

* Sweat glands 

* Sebaceous glands 

* Modified Sweat glands — kla Apocrine gland 


* Posterforly where Labia majoro meets 





Labia minora '- 
X tł does not haye — * hair follicles 
* Apocrine glands 
* sweat glands- 
X It hos — Numerous Sebaceous gland 


X It encloses clitoris ——> from aboye — a= Pre puce 
L5 fiom below —9 kjo.—5 Frenulum 


Outer part 0f Labia minora has keratin'icd 









; ' Squomous 
Labia Majora pheli 
HARTS gd fibra minor a 
LINE Medial part of Labia Minna has 


: NON kerahmacel 
POstertor Commi surt Squamous epithelium 








x place Where Labia Minora SMOTHENESS OF THE | 


SugétfTORAL RHOMEUS 


meets — kla- FourcheHe ri 


‘ 
i 
? 


* MC varichj of Vulva cancer 5 qe 
=> Squamous cell carcino ^ x HART'S une PUNCTÜATIONS AND 
E HART'S UNE ERYTHEMA 


* Mc sik of vulval cancer 
— Harts lince. 


X Outer part of Labia minora has 
kerahnised Squamous Epithelium: 


X- Medial part of Labia minora has Non keraharsed Squamous Epithelium 


Veshbule 


x Bounded —= Ankeriorly by — Clitoris 
Loktral by —9 Labia minora [beHer— HART'S Line) 
posteriorly bu — Fourchette 


X* It has 6 openings— 
(2) — urethral opening 


@1@- Opening poro.urcthral glonea | SKENE Glands 
(Homologous to Prostate gland in male) 
@— opening of vagina 
Klo. INTROITUS 


It is covered thin membrane 


ka> HYMEN 
© }©— Opening of Bartholin glands 


Fosa Navicularis: 
X It Is a depressed ama present blw vaginal opening and 


FourcheHc. Female external genitalia 






urethral opening (meatus) — 





(Skena) ducts 


© 2012 Encyclopaedia Britanaica, Inc 


TyPes of HYMEN: 
Hymen types 


Septate | 
hymen 


Annular 
hymen 


Imperforate 
hymen | 





— Clitoris 






__ Urethral 
, 4 opening 
Parous introitus 

hymen | 


Cribiform 


hymen ——— Hymen 





Blood Supply: —— Internal pudendal artery 
Nerye Supply; —9 Pudendal nerve 
Lymphah'c Drainage:—9 First} superficial Inguinal Lymphnode (Sentinel Lymph node) 


Decp Inguinal Lymphnode | Femoral Lymph node 





In Clitons — Lymphahcs directy qoes into Deep dE Lymph node- 


Lymph node of CLoquet/ 
Rossen! MULLER Lymph node: 


In Vulva Ly mphah'cs - 


* shuctures that lie within 2cm of midline — Their Lymphatics 
Cross each Other 


mmm e a le Re 
S0, Cancers which are within 2cm of midline 





Do BIL Inquino femoral Lymph node 
clitoris] FourcheHe| dissechon 
Anterior Labia minora. 


X Shuctures which lies > 2cm away fom midline — Their Lymphahes 
donot Cross each Other 


“ode. c 


Do unilateral mph Node dissechon 


X Pelvic Lymph Nodes involvement i 


vulval concet — Indicates 





e External il'ac Lymph node i (202) 
* Internal iliac Lymphaode 


e Common iliac Lymphnode. 


X In Which &ynoe Cancer — 





entinel Lymph node biopsy done ? 
Cancer Cervix: 





f sl. CIA SA 
vulva Cancci 





* Dye used (n Sentinel Lymph node biopsy in vulval Cancer — Tsosulphane 
Blue dye- 


Development of Vulva: 
Clitoris ——» Genital tubercle 


Labia majora— Genital Swelling 
Labia minora—> Genital folds 


Lining Of Vulva: 


Lateral to Hart line —9 Keyatinized squamous Epithelium 
Medial to Hart line — Non Keratinized Squamous Epithelium 


Hymen and Clitoris —> Shatified squamous Epithelium 
Bartholin Glands: 
* Pea sized glands 
* oval Shape 
* Racemdse Varicty 0f glands: 


* Location— Sup 
-D 





X They ate Homologous t0 — Cowper's glands] Gulbourcthyal glands in males 


( (n deep perineal pouch) 
* Dutcs Of these glands Open ín vestbule outside Hymen 


at the junchon of JüncHon of 
Ghterior 2f4 and posterior 1/3 
* Normally they arc impalpable, 


If palpable — Bartholin cyst ®© 


* Lining — Gland —9 Columnar Epithelium 
Duct —> Transitional Epithelium 
opening — Squamous Epithelium - 
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Bartholin Cyst - 


X due th block tn the duct 


X Present bl) Labia majora and Labia minora 


Anatomy of Bartholin gland 





* Management — 
Assymptomatic — NO treatment 


SyMptomah'c — MARSUPILISATION 





* Incase of i man abscess 


MC Otgantsm Management 
E-colt > Gonorrhea Incision and 
arqinage: 





Dissection of Pertncum=- 


Marsupialization of s Bartholin duct cyst. (A) A vertical incision is made over the can- 
ter of the cyst to dissect it free of mucosa. PA MEUS RAI VU approxi- 
mated to the edge of the vestibular mucosa with interrupted sutures 


E 1 4 
Erom outside tp inside’ 
„> Suptiíor layer of urogenital diaphargm 


CS °F Peco! pouch 


N> Perineal membrane ( Inferior layer oF uvo genital 


superficial Perineal Pouch diaphargm) 


c» Decp fasua (Colle fasu'o) 
=> Supe ficial fasaa. 
S Skin 
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© VULVAL CANCER 


XCompraises of 41+ of all Gynoe Concer 
X Most Common varicty of vulval cancer —— Squamous ce Cances (30732715 
2" Most Common Variety of -vulyal concts — Melanoma C2- 4-1) 


x Most Common Site— Hartsline > Labia minora 7 Labia majora- 


X Types of Squamous cell varicty OF vulval canc — Warty } Keratini ging 


wart 


Young female Older Female 


Good Prog nosis Bod prognosis 


Associated with Associated with 
* HPV ínfechon * Lichen sclerosis 
° Smoking q i$ Cell Hy prs plasva 


e Vulva| Inbacpitheal mutation in P53 gene 
Neoplasta Tt fs Not assou'atea with ue 





X Most Common age qroup for vulval concer — Z 65-70 ycors 


Risk factors - 


lL HPV infechon MC HPv-t6 
OferS— 18, 31, 33, 45 


L HSV+ smoking 
Non smokev—> Hsv is not Risk Factor 
3: Smoking 
4: Immund Suppression 
S. Squamous cell Hyper plasia 
€ Extra mammary Pagets dicease— Adeno Corunoma of Vulva. 


+ Léchen. Sclerosis i 
g: Vulval Inka €pildial Neoplasta —————5 vulva Cances 


Symptoms - 
MC Prurihis 


0 thers— Ulcer 
* Mass 
° Bleeding 
* cachexia 
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Diag noses ‘- 


Initial duagno [sis 





Lesion 1s not visible 


Defiavhve Diagnosis 
4 i 
Vulvo scopy 


Brops 
C51: G@cehe aud) l : 


punch Biopsy Keys wedge 
Bropsy 
Spread T 


Direct spread: vagina , urethra 
Lymphahc Spread !- 


Sentinel lymph ade > óupofic/al Taguinal Lymph nodc - 
Lymph node Not fnvolved ts — pelwc Lymphnode. 


Hematogcnous Spread. 


Prog nOSIS `- 
L° Sting 


le Most YmpesFant. proqnosh c Factor:>—s Involvement of = node 


iF Not involved TF rnvolved 
al al 


5 year Survival 


5 year Survival 
Role 1S &S'- Role iS SoY. 
2 Depth of lesion» 
€ | mm 21mm 
NO Lymph node Lymph node. is fnvolved 
involved 


No need for Lymph 
Node dissechon 


Good prognosis 
Staging oF Vulval Cancer: 
Clinical + Susgical Staging: 
* Stage 1 3 2 — Lymph Node ar not involved. 
* Stage 3 3 4 — Lymph Node involved. 


K Lymph node involved + CxeocttBsütür"Speod — SC 
X Lymphnode fixed + ulcerated — 4A (4425 


X Pelvic Lymph node involvement — 48 


STAGE-1 — cancer limited vulvo , Lu mph eode not involved 


1lA-2 Size of [umor €2cm- 
Depth of Lnvasion € 1mm 


IB = Sirac of tumor > 2cm 
pepr of invasion Zimm 


STAGE-2 — Cancer has involved lowes parts of adajacent Shuctuics 
(Lower 113 of vagina, lower 1|3 of anus, “Lower 113 of wiethra) 


* IND Lumph node fnvolvement: 


STAGE-3 — Any tumor Size, Adjoining shuchuwe involvit —> -+ 
eLymph Node ate fhvolyed. 


STAGE-4 — 
4n-» upper part Of adjacent Skuchres Involved 
Cuppa vagina, Gnus, rectum, urethra) 
* Lymph Nodes Gie involved 


ABS Pelvic lymph node lnvolucd 
Management of Vulval Cancer 


Stage Sand Stage 4 


Stage 1/2 

SS a 

No lymphnode are involved chemoradiahon 

: CPrimary treatment) 


a flb surgery 





— TS Similar to 
Partial vulvectomy (08) Hemi vulvectomy (8) 
Modificd Radical Vulvectomy 


Wide local Exciston— for Benign (08) Pre 
Malignant lesion 


Management of Lymph nodes: 


Principles: 1 Lymphnode dissection — Inguinofemoral lymph node discection 
2 IF cancey Within 2cms of Midline — Blt Inguindfemoral lymph 
Node dissection 


3 1 Conc > 2cm fiamra ult Inguinofemoral lymph node 
dissech'on. 


A 


roach for Lymph node dissection 


clinically palpable 
Do Lymph Node Biopsy 


+ ve m 
Al 
bebulking of Treat them 
involved Lymphnodes a» if they ae 
nol pal able 
Clinically 


unilakrao| Lymphnode 
dissection 


iF all these ave fullfilled 


l- Size of the tumor < 2cms 

2: Latcrally present C220m away 
from midline 

J lymph node Should not be 





(n Vulval Cancer - 


Mil i not polpable 


only ín Stage IA 
Csi3e = <2cm 
Depth of 

invasion — < 1mm) 


No lymph node 
dissechon 


In Rest All Stages, Do Inquíno 
femoral Lymph node 
dissection 


Bilate;ol Lymph noce 
dissection- 


Rest all 






palpable Clinically 
Questions: 
Clitoris,  fourcheHe Gnd labia ay Melanoma Cy Melanoma 
Minora is | dy Ade nocarunoma 
Qy Fossa Nayicularis 





by yenhicle ©- 


dy Vulva 


6. Posteriorly where labia Majora meet 
ds 









Cy Fosa Noyi cularis 












Qy Lichen Sclerosis 
by Smoking 





Cy E d (seaue 


by FourcheHe dy Neshbule Q- Mlc HPV associated with Vulva 
Telegram - @ atestpono o NEED — 
8. Gy HPV 6 
Qy Hair icles Cy sweat qlonds by HPV 8 dy HPv Lẹ 
ds Apocrine Glands - 








Gy Radical Vulvectomy with Ult LN 
dissection 











Cy Simple Vulvectomy 
dy Chemotadiahon with Resechon- 


Classification o ————— 


Reversible Jrrrersible | Permanent 
methods Methods: 
4 
l: Natural methods 
2- Barier Methods Female Male 
*- Combrncd Oral pilis COCP'S) 
4- Patches and Ring C Eshogen + Progesterone) 
S Progesterone only pills Tubectomy ESSURE 
*6 implants 
d Injechons ETAR Long Aching Revu sible ai mu 
x8: Tucd's Conto cephves Q.. No scape) 
MIRENA: LARC) $ Vosectomi) 


NATURAL METHODS: 
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1 Calender method | RHYTHM method « 











$a 
Fe Unsafe 


Unsafe to have cntercourse—> 8— 14 day ` 
s and 20-28 days 


safe to have "hntercourse — 17 Td 
Ci*tueck and last week ofcycle) 


Disadvantage + 
i- only educated females canbe prachse this methods. 


2  Mohyaled Because of compulsory abstinence. 
3: In ittegular Cgcles—» durrag Breast Feeding and vmmediokly 
after delivery cannot proche this Method: 


TP cuce (s itiequlai 7 Based 0n OINO KNAUS Theory: 
{day “of Unsafe period *s Calculated by 2» Shortestcycle — 18 


Last dou of unsofe prod rs calculated by => Longest cycle — 11 


In o Regular cycle - safe perrod pt-3 days of cycle and 
A NA Last 3 days of tne cycle 


method (@k'G STANDARD DAY Methods) 








2> Cyclo bead | TIRUMALA 






White beads: pregnancy 
is most likely 






Brown beads: pregnancy 
is very unlikely 







Dark brown bead: tells you 
if your cycle is shorter than 


26 days 







Movable rubber ring 







Red bead: first day 
of your period 








w 
Dark Brown s Indicates Cycles blw 26- 32 days 
bead aic Only Suitable for this method. 


O— Brown bead = SAFE 
D —9 White bead = UNSAFE 


# This Method is used only IP the Cycle 
Length is blw— 26- 32 days. 


X Failure rats — 2] Hwy. 
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Based 0n  phusical Chara c Kis S, 
1: BILLINGS METHOD GX CERVICAL MUCUS METHOD: 


XAt the time of Ovulation— Cervical Mucus is thick 


XIf Cervical mucus is thin and Can be Shetched in blw 
Fingers — Sofe period: 


X IF ceryical Mucus thick and Scanty — unsafe period 
2: At the time of ovulawon— BASAL Boby TEMPERATURE * 
: aii to progcskrone is Thermdgenic Hormone) 


Ask the patient to Check Basal body itmperatuic 
Cin the, morning) 


At the time ovulahon, Basal Body 
Temperature. 





Unsate period. 


X Both . Cervical Mucus Method and Bosal Body Temperature together 
SY MPTO THERMIC METHOD: 


called as— 





X These Methods are associated with High failure ratcs: 


BARRIER METHODS: 


Male condoms 
Female Condoms 
Diaphragm 
* Sponges 


= 


* Made carl polyre thane (08) Latex 


Advantage of polyurethane 
Condom is — It has longer 


Shelf Ife and ot! based lubricont 
Can be used wlth Polyurethane 


condom 
With Latex condom— cannok "GSC ^ 
ofl based lubricant. and it 
has shorter Shelf hife. 


pur 





Y They not only used GA Conkíacephvc| X- Protechon Gqainsk STD is not 
also ProfecE against STD cffechve as male condom. 


X Protccts against PID X Protccts against PID 
Protects GQgainst HPV infechon Protects Qqainst HPV infection 
Protects against Ectopic pregnancy Protects against Ectopic pregnoncy 


% Protects Ggainst Hty X- Protects against HIY; not Ab 
effechve as male condom: 


X Protects aqainst Cancer Cesu/x and |# Protects Qgaiast Cancer Cervix and 
cervical dysplasia- Cervical dysplasia: 


X Disad vantage - X Disadvantage - 


i- contact dermaht’s ina Female le UTI in females 
partner: 
L Used Only once 
> Used Only Once 
3: Interferes with Sexual plea ssuie 
5: Intrferes with Sexual plea ssuic 
4: Failure rates — 5-20 Jumy 
` Fatluie rates — 2- Is [amy 
It cannot be used in female with, 
i- Prolapse 
Cystocele 
Rectoccle 


2° Rehoverted Uterus: 


! In. Hiv. pahrnts 


X Best contra.ce ption 
2 Tucd + Battier 
Female method 
x- Reboverted 
ultus X 2" Best > 
against | Iucb 
Hiv 
elegram - @Latestpgnotes x 3d Best = 


Barrier method 





DI apPhragm $ Sponges 


vaginal braPphraqm 


Not à Sperm proof 
mechanical Barris 


> 


x Placed in Vagina few minutes 
to 2hrs before intercourse 
(Maximum= €h: s) 


+ 
have to add spomicide 


X Should be removtd 6-8hrs 
after intercourse 


X Max time to Keep inside 
body is 24hrs 


x Pid L4 
STY 
Ectopic pregnancy 


X Not proteckve against Hly 


X Toric Shock Syndrome f with 
Diaphragm "and Female condoms 


* complicahons. 


* Toxic Shock Syndrome 
* cervical erosion 
° UTI 


Today SPONGE. 


TODAY 


Mushroom Shaped disposible 
Sponge Which has 1gm 
of NONOXYNOL-9 


ie 


x- The concave side of the sponge 
facing Cevury 

Can be insevted 24hrs before 
Inter Course. 


¥ Should be icmoved max Ghrs 
after inter Course 


* Max time 4o keep Sponge inside 
body iS 30hrs 


X It Give Continuous protection 
for 24hrs itrespechve of number 
of times of inter course. 


Pip b 
STY 


Ectopic pregnancy 


x 


X Not protechve against Hly 


% TORIC Shock syndrome IS ver 
less| 4 with “Today sponge. 


* complicahons. 


* Docs not Cause TOXIC Shock Syndrome 
* Allergic Reachons © 
* Vaginal dryness. 
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Diaphragm V X- Diaphraqm— 
Ond 


Sponges | donot * Prolapse 


Protect e Reboveled uterus 
against 
Hiv 





SPERMICIDES: 


Y Mechanism of Action— Disrupts sperm Cell membrane. 
X*Eq— *xNONOW NOL—4 
x OXYTOCNOL 
x MENFEGOL 


X1f they used alone —9 Very High failure tates 
^. They Qe used IN Combination with Barrier conkace privcs. 


PEARL INDEX: 


X]t Measures the efficacy of contaceptives: 





xlt is calculated by, 


A: Nb of accidental pregnancy x 100 
NO- of Females used that X years 
Contracephyes of use 


B. No: of accidental Pregnancy X 1200 
No: of Females used that X months 
Conhacephives OF Use 


Eq: Suppose, IF a contrace ptve * X, used by 100 Pemales, 


used for 3years, out of 100, 24 Kmales are Conceived 
Calculate PEARL INDEX? 


Telegram - @Latestpgnotes 
by Formula A = 24x100 = 8 
100% 3yrs 


by Formulo B= 24 X 1200 = & 
(O0 X 3months 


PEARL INDex:- for user Independent: 


«Implants — — 0'05: 
Best | Most Effechve Ccomhace phon 


#KSterelizahon ——> 
Male ————> 0'1. 
Female —————>. O'S: 


x luCp 
MIRENR ——^ O21 
Cu T3380^ —— (O61 












* OCP's Estrogen + 


PEARL INDex:- for user Dependent: 
Ri'ag Progesterone 


LET —M—————— 
à K E» 
| TENET 
Patch Containing pills- 


sw fe e — 


2 1S 
5 2D 
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X These arc prils with Estrogen + Progesterone 


— ve fess back 0h LH 
Main mechanism of action 
of ocP—5 Anovulahon 


Other Mechanisms of achon— 
Synthe ESwogen 


ND LH Surge 





No ovulation 











GN 
Mafn mechanism of IUCD 
1+ Inhibits Fertilization 


2^4 Best — inhibits. Implantahon 


—ve feed back on FSH 
4 Tr never acts by Qnovulahon 
—__oh—__L_n—— 


Kin hibits Folliculogencsis 
X Progesteronc— Makes Cewical mucus thick 


Classification of OcPs~ 


Dose wise: Generahon wiser 
ESTROGEN dose: PROGESTERONE Component 


2 ¢ 49 
High dose —> 7 50 mcq of E 
l 1St Generation — NORETHINRDNE. 
Lou) dose — «Some of E' " 

Avg: ( 36- 35 mco) 2* Generation LEVONORGESTREL 


Very Lo dose — < 20mcq o£ 3d qenesation— DESOGESTREL 


nn NOÜRGESTI MATE 
Minium EfPfechve dose of Eshogen— 10 mcq ) GESTODENE 


4th GeneraH0n— . SPRINOLACTONES 
Eq:- DRDSPIRINONE 
Contains lomcg of As Generation CYPRDTERONE 
Eshogen increases) Androgenie ACETATE 
Side €Heck. deckases 
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th | i 
^" Generahon pill J 
Af hi , 
DROSPIRINONE Generahon pill 
Both MALA-D and CYPRDTERNONE ACETATE 


MALA-N have 
same composthon 
ly 


Eshogen— Etniny| Eshadio| = 30m9 
Progesterone— Levonorgesterel— 0: 15 mq 





* Contains 21 white tablets and 
+ Brown tablets— Ferrous Fumarate 


X MALA-N— Dishibuted freely by Govesnaenent Of India 
MALA-D— NOt Available free oF Cost 


When tO Start Pills ? 


[ No backup Method necded 


Tdeally—> Start From Day 1 
(Day 1 — bay 4) 


Can also start < Day 5 


bay S (08 Any day after Day S— Backup method of convaception 
is needed for + days 


Quick start: 


P(lls Should not be used ° Breast Feeding Female 
* After delivery <6 wks 
e Jn patints who ate on drugs which aic 


€nàymes i 


Accelerates Metabolism of ocP's 


d Efficacy of oce 


Eq: PHENYTOIN 
PH ENDBARBITONE. 


VALPROIC ACID 
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TP female misses a Pill 


7/2 pills 


One Pill 


Y 


Next dag- Can take 2pills when ever she Remembers She wil) 
(ND back up method take ipin + Lpin oF thot day 
of contracephon is needed) + 


Backup method oF Contraception 
is needed for Hdays © 


CASEY A female misses he: pill at end oF pack, she 
doesnt have any bleed fing 


Next step => Preg nancy test 
Mc side effect —9 Brak through Bleeding 


ther Uses Of Pills- 
Non  COnhocephves Uses OF OcP's 


t- Regularise cycles (boC— for iiregulai bleeding) 


2 Anovulahon— Management of Primary dymenvirhea 
Management OF pitmenshuol Syndrome (Pms) 


3 Progesteronc— JLH = Y, Androgens Management of Hirsutism (D00) 
Management of Acne: 


4- V FSH = |, Natural estrogen 


| used tn 
Hypa €shogenic conditions like Y, incidence of 
* Fibroid Endomehial cances Y 
* Endomchiosis ovarian concey V 
ovartan cyst 4 
colon cancer d 
Benign Breast disease V 
Disadvantages: 
e bc pression 
^4 ca_ceruix (Adenocarunoma) 
"7s years 
* Reversible 


^ Gall stones 
^f cholelithiasis 





CASE:- A female who is on Oce'^4 has Spoting on Pills 


Spoting does not mean failure 


1f spotting docs not disappears Spontancoulsy 
(n l- 3 cycles 


Spotting: 1* half Spotting 2^? half 


Give "f Estrogen Give "f progesterone 
Pill containg Pill containing 


Banks> Breast Contacephve oF 


Cancey Choice- 
(Least J 


Chance 5 Haye Hypertension | i After H-mole 
(moderate to Cvacuahon 
Severe) % 160/110 
2: Young matricd 
Various undiagnosed| Couple living 
Vaginal bleeding | together 


Infection) Schemes Smokes 3: Spacing oF 
7/ 35 years Pregnancy 


To — Thrombosis DOC ín 
L Hirsuhsm 
Provide Pregnancy. | 2: Irregular 
Cycles 
Home High cholesterol] 3: primary 
High triglycerides | Dysmenorrhea 


Loan— Liver disease. Management of 
4- Ovarian cyst 

During > Drabele s 2: Fibroid 
with Vasulopathy| 3: Endomehiosis 


May Migraine 
with aura 
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Other €shogen and 


P'ogeslerone containtn 


Conhacephves~ 





Kja— NuvA Ríng 


Ring made of > 
ETHINNL VINYL 
ACETATE 


Duker diame kyi — 54mm 
Cross sechon— 4mm 


Eshogen— Ethenyl estradiol 
Progesterone — €ronorgestiel 


Release rate: 
Eshogen=> 15 meglday 
Progesterone = 120 mcg I day 


Applied ín vagina To 3 wks 
l 


1 week off 
(It should be fnserted with tn 3hrs 
0f rntercourse) 


In OCP's:- 


kla— ORTHO EvRA Patch 


I 


| Ortho Eural 
|. pignin hioi osa 


nnm 
TD md eter eoa AR 


[| 20cm Skin Patch: 


Estrogen—> Etnenyl estradiol L+S mcg) 
Progesterone —> Norelqcstyo min ( 6mg) 


Release rate `- 
Eshogen—» 20 meglday 
Progesteront 21S 0mc | day 


Each Pack is used for 1 wk 
There are 3 patch in Pack. 


3wks 0n 
L wk off 


It ® venous thrombo Sis and € mbolism 


® Failwe rate rn obese female- 





X Retuin of Fertility — With in 3 months 


X Quick Start — If the female has not stared from day 


1,2,3 0r 4 


Lo her menshual cycle, She can start ang day Of the cycle- 
OcP Is not teratogenic: 
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© PROGESTERONE ONLY CONTRACEPTIVES 


Progesterone only Conhaceptives — 


L FOR S 
2 Injections 
$ Implants 


Some common points to all them ate, 


* 


Newer Generation | 
Progesterone in. thigh 
Concenbathon 


Older Generation | 
Progesterone iS (N Low Concentrahon 


Mechanism of ach'on 
| Mechanism of achon 


Cervical Mucus thick 
Inhibits Ovulation. 


'. Mechanism of achon depends upon, 


t Generahon of progesterone 
2: concentration of progesterone - 


X Exposing Female to progesterone for o long time — causes 
Endomchial atophy and Amenorrhea 


* Advanstages:- 


i In Lactating female Can be used 


2: Do not have any cffect on Catbohydrate metabolism 
Cexcept — POP) 
Ls can cause Diqbetts: 


5: bo not have any Cffect on Lipid metabolism 
( except — DMPA— causes— LOL 
| HDL 
4+ Do not have any cffect on Clotting factor 
If pahtnt iis Hfo Thrombosis 


Canuse POP and lia 
‘on: (New update) 
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5 makes Cervical mucus thick— J PID 





X Side effects- 


Mc— Irregular Bleeding 
otmets: , 


e ^^ chances of ec 


topic pregnancy if failure occurs 
C Progesterone 1 peristalsis of tube) 


* Not used as 


Emergency Conka cephves. 
X- Contratndicahons - 





virat ——^ undiagonsed vaginal bleeding 
Likes —— Liver disease 

To — Ho Thrombosis ( not for PoP) 
Play > Pregnancy 

with 


Ball —— Breast cantet 


POP's | MINI PILLS- 


Older Gencrahions POP's Newer Poe's 
Main Mechanism of 


*DESOGESTRAL 
ach on 


£ CERA ZZETE (India) 
Neu Mil Pro geckronc) 


Mechanism of achion 





Thickens Cervical mucus 


Anovulahon 
6. Main mechanism of achon of PoP— Thickens Cervical Mucus 





Q- Main mechanism of achon of New generakon progesterone | 
CERAZZETE— Anovulahon 
Older Gencrah'ons PoP's 









Newer Poe's 
x Have to be taken at Same H'me. 


ne 
Have to be taken at same hime 
every doy: 


every dog 





X- Grace period | delay of > 


——M 


— wv 





* Delay oF — Ld his is acceptable 
m céptübe ppnotes 


Advantage OF POP's- 


COntracephivc method oF Choice —9 in Lactating female 
4 
PoP > LucD 
When to Statt a POP in a Lactating Female? 


Cbc] ACOG Recommendahon WHO Recommendation 
Tante d after delivery After 6 Wks 


CurrenHu followcd 


x undiagnosed ¥Doc in Lactahing 
Vaginal bleeding | females 
* Liver disease 
* Preqnany X can be used in 
X Breast cancer: Pabcnts with Ho 
Thrombosis 


¥ Can be used ín 


Smohet > 35 yrs 


X In pahients with 
Migraine with 
awa: 
J 
TN cases wherc 
Estrogen rs 
contraindicated, 
Progesterone Ca^ 
be used: 





PROGESTERONE INJECTIONS: 


X DEPO PROVERR 
X NET-EN INJECTIONS 


Depo-Provera* 
Contraceptive Injection 
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X Depot Of Medroxy Progesterone X Norethindrone 
Acetate (DMPA) 


X Government of India— dishibuting Gs 
Free ANTARA” 
I 


Incluckd in Nahonal Family 
Control programme: 


# Mechanism of achon— Inhibits ovulahon W- Mechanism of achon— Inhibits ovulahon 


X Repeated after 3months 


X- Repealed. after 2 months 
Delay of 4 weeks acceptable Deloy of 2 weeks aceptable. 
Both DMPA and Ntren Injections Should be Given With in 
First ? days of cycle: 


Both ate Eechye uim in 24 hrs 


PA 
Disadvantage 


«WY Seizure X- Bone mineral 
Frequency density 


KV sickling in [| Delayed Return 
Sickle cell Anemia | Ferhlity 


mosHu Ferhiltty 
Returns by 12months 
Maximum 18 months 


X undiagnosed ^ | Can be used rn 
Vaginal bleeding | Lactating female 
X- Liver disease 
* Preqnany * used in pah'ents 
* Breast cancer: | with Epilepsy 
elegram - @Latestpgnotes X Use d T pahients 
with sickle cell 


G.. 
$ 6m 








PROGESTERONE IMPLANTS 


Kecenttu 


Earlier Used 


NORPLANT 
l 


It has 6 Fods 
Not Used Now 


A 
= 





Norplant 


Now used 
jJ Y 
N Ex PL ANON 


IMPLANON 
(Radio opague) 








x1t has single tod 
4cemlonq Y Not 


C9 i 
| Radio opoq 
*Composthon— ETONORGESTREL 


Nexplanon 


C6gmq) 
Released at rate of 67 mcg | day 


«Mechanism of action Inhibits ovulation 
x Inserted with in 5days of the period 
Ls 6-gcm Oboe medial €prcond«le 
in non dominant hand: 


X1t is an OPD procedure , done under 
local anaesthesia. 


eae ute after delivery - 
Effective immediatel y 


X-boes nok L bone mineral aA 





Implanon lag |% can be used tn 
Vaginal bleeding | Lactating female 
TOU STISQERIBSIDURONST y. Liver disease 
* Pregnany Does nob 4 
X Breast cancer: BMD 


© ILUCD 





IUCD 

1* Generation 2 Generation 3" Generation 

Non medicated Cu LUCD MIRENA Cprogesterone 
containing IUCD 


LiPPES LOOP. 
l 


No longer Used 


T- Shaped 
| 


made up 
of 
Polyethylene: 


#Sutface arca — 380 mm? * Itis plashc IUCD with NO Copper wire 


X*Enie framework is Coated with X LEVONORGESTREL Progesterone 


Barium sulphate— Radio opaque 
€ coated with Barum sulphate — so 


Radiopaquc 
* Delivay system for LNG is present on 
verhical limb 


x R7 Copper picsent ON hovigonral arms - 


x 3mm Ball is present QF the end — 
prevents Ceryical perforation 
X monofilament thread I's present: 


* A Thread is attached to Ball 
e Helps fn €asy Removal of cu T 
e Helps ín Ensure that CUT is ín 


place: 
* CUT380R is also Called G% * also Known as LN6G-20 


Dishi buted Free = Cost by 


Government of India. 


X It Releases copper at END. T total LNG preseat—> 52mg _ " 


* It Releases ot 20mcq | day 





* Approved Life Span— 10 years 


X- How Long drug is Released — upto 12us | Æ How Long drug is Released — upto Fyre 


K Expulsion tate— > &— 101- K Expulsion rate — 5-61. 


X Mechanism of achon— Crucp| cu T) ¥ Mechanism of achon— 
Best» Prevents fertilization Main MOA— Bring about Endometial 


Qhophy 
l 


Hindet& Implantation. 


Md Best Prevints Implantation 


It Newer acts by inhibihng 
Ovulation: 


X* PiD — Do not WY PID X Progesterone —> makes Cervical 
mucus thick 
(chances Of PID are T with wT in ll 
istmonth after Insertion) Y Pip 


Mc Pip— After CU: T inserhon— 


* Ectopic pregnancy X f Ectopic pregnancy 
( more in compasion to (U-T IUCD) 


* Side effects- Iucd * Side effects- MIRENA 


MC side effect — f blood loss- Miei bleeding 


we mc side effect — Pain Later on Endomchial ahophu 
 MIclc of Removal of roco— Pain V Amenorrhea. 
Other Complicahons- 
° ^ pip] infechon 
* perforahon 


% Can be used G&A Emergency X- cannot be used as Emergency 
contvacephves: Conhace prves. 
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Post Placental Insertion of IUCD G) 


xlucb is inserted within 0mins of delivery 0f. placenta 
Post Partum IucD ihserhon 


X Inserting after 10mins 





but before 48hrs oF delivery 


with in 48hrs of delivery, 





*If Lucd is not inserted 


Then ‘insert after Guks of 
delivery- 
l 





XIn a female who has not delivered Recenty— JUCD inserted with in 
irst lo days of hex cycle- 


CRsE-£: Female i IUcb, — if missing thwcads 


Poss(bilites— xX Thicad has cored 
X Ivucd has Expelled 
X Pregnanc 


x peéforahon of uterus. 
Next Step. 


TVS (Trans vaginal usq? 


Thread is coiled Perforohon occuled 


Conhnue Remove LUCD IP TUCD (s tf IucD is 
wih IUCD in peritoneal Party ih uterus 
Hysteroscopic quidence d and party in 
Remove TUCD Completely Peritoneal cavity 
using SHIRODKRR's 
Hook” OR) ARTERY FORCEPS 
Immediate HysterostoPy 
Laparotomy | + 
N Laparoscopy Laparoscopy 
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CRsE-2* LUCD C Pregnancy; 
E | ot 


Conhnuc With pregnancy 
Best: Remove IUCD if Thread is Visible 
If Thread is not visible — Continue Pregnancy with TUCD insilu 
Risk to pregnancy duc to TUCD: 
L ^ Abortion 
2 7 [nfechon — Tor Lo bor 


PROM 
IUGR 


Williams übs—» Fetal malfomahon are not ^ with IUCD 


Williams Gynae — Skeletal malformahons are ^ with TUCD 





Conhiaíndicotions of tucd | wio category-4: 
Absolute con hia indicohons:- 
——qdÓ— 

4 PID PID with ín 3months 


2' Puerperal Sepsis 


3: Disorted uterine Covihj — due to x Mullerian mal formahons 
X Fibroids 
x cancer Endomchium 


4-xPreqnancy 
- Absolute contra indicahon for 
S'&ünd(íagnosed vaginal bleeding 


any type of Contraceptives: 
G For cu: T— wilson disease 
+ For MIRENA— Breast Cancer 
9. Previous Ho of ectopic pregnancy is Not a Conaincicahon- 
Ideal Candidate to use IucD- 
X In a female who hos atleast one Child 


& Female who has monoQümüus  (tlahon ship 
X Female with NO Ho of PID 


Other types of. IOCD* 


TA Nulli parous female Mu kt un 31S 


Frameless TucD 


D a4 


GYNAE Fix 330 FIBRO PLANT 
l " 
It has Copper Levonprqestral (LNG) 
Cylinders which are Containing Frame less 3 Flexiable atm + Spurs 
threaded on Tuc 
? Reduce Expulsion 
tates 


Poly proylene Suture 
l 2 varients 


This Suture is G@Hached * Preloaded in an 
to myometrium Inseter 


Releases Releases 
LNG 14mcg do LNG 20 megl day 


ae! aan 


Both are Used In 
* Null(parous female 
X sige is Small — *. they i TETEE 
Cause less Pan: 








Gynaefix 330 


Ur 






ae a A 


= X PID Conhacephive. of 








b — 





Cu Iucb e e v^ X Purperal Sepsis Choice in —> 
Be st X uterine malformahon} i Heart disease 
within 5days | X Pregnancy Patents (stable) 

* undiaqonsed 


bleeding 2: Diabetes 
¥ Wilson disease 





3° HIV Patient 


In decom penstaled 
Heart disease 
Telegram - @Latestpgnoteg Pa hints L3 
Best > Permanent 
sia ds 





Y 


Wasectomy > 
Tubectomy ) 


Barrier method 





MIRENA X Same like cuT — | (n those who 
Except (o Heavy 
Wilson disease VS bleeding 
Not a Contra indication 
Breast cancer is 
a Contra incli cohion 


CENTCHROMAN: — Non steroidal Contraceptives - 


x Rchve Ingiediant — peepee 
SERM. 
x Mechanism of achon—> Makes Endomebium out of phase — so implantahon 
won't occurs: 
X It (s developed in— 1991, CDRI,LuckNOQ 
X Originally— Trade name— * SAKELT’ 
* By name of CHHAYA— distibuted Free of cost by Government of India: 
X Side eFPeck — Delayed menshuahon- 


X Dose— Inthal 3 months— 30mgl twice weekly 
Later 0n — 30mg| weekly: 


* It is not Teratogenic 


* Does not Protect Pip 4r th f1 


* Can be ‘used as Emergency conha ceptive 





* Return of Fertility— with ín 6 months of 
Stopping the druq 
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* Progesterone containing 1Ucb — f chances of ectopic Pregnancy: (3) 
l 


CPicyious Hlo Ectopic Picgnancy is not a contraindication) 


X CU IUCD | MIRENA = 


ee 
( Previous Ho ectopic pregnancy is not G Contvaindication. 


© PERMANENT CONTRACEPTION 


TUBECTOMY 
X MC method oF Contraception used world wide. 
Xx Permanent | method : 


x35 performed by T BLUNDECK 


A loop is made outo? Isthmus of tube 
B at the base and wt: 
* Isthmus is ligated 
x Ligate the tube — 2-3cm away from the angle 


X p HEERA JR uoces LM of 





X Recognise the tube by Fimbriae 


X For Recanali3ation— Best is istmmo isthmic 
Telegram - @Latestpgnotes Anastomosis: 


* While cutting the tube — At least Lem of tube has to 
be tut: 


x Recan|i3ahon is best With methods where least (92) 
Possible tube fs damaged. 


Methods of TuRectoMy: 











Laparoscopic Tubectomy mee omy 
Fallope Rings Clips made 2-3cm above pubic 
4 l Sy Mphy sis 
MC in INDIA Į ļ Inciston is 
Filshie Hulka umbilitus for 
clips Clips ne 
T ast partum 
Incetsron -for Han? 
"PA Sterili3ah'on 
= Stearlizanon 
Timing for TuBectomy: 
/ 
Recenty delivered Not delivered 
APter 48hrs and IF not done Performed with in 
upto Lweck after within L week of 
delivery J Menshual cycle: 


To be performec! 


| as 

Post Partum Interval 

stern lization Sterilization: 
| Interval 


Sterilization 


Tn post partum l 
Stuilig ation > Best is Lapatoscopic 


4 Stcilliqahion: 
yes after delivery Le 
uterus “lies Just below 
Mi i Qt 20wks of Pregnancy: 


cah be done only by 
Minilaparotomy 





partum SHrili3ahon. because of T Risk of 
Perforation Telegram - @Latestpgnotes 


X Incision for post partum Steriligahon is made Just 
below umbilicus 


X [nusion for Interval steiliàahon is made 2-3cms Gs) 
above Pubic Symphysis 


e Mc method used for 
emc Method used for 
€ Laparoscopic Sterilization: 


Gas used íS— C02 (N,0) 
Pressure — 8-12 mm oF Hg (Never 7 ISmm of Hq) 
Maximum volume of Gas— 2 lites 





Inshument Used to Creat pneumopertoatum is—> Veeres Needle. 


[t is done by di! hae 


Fallope Ring dips , 
4 |, 
X MC Used in india X Preferred in Young female 
X Ibis placed at Junction of Cmay need Recanlization later on) 
proximal 43 and middle X Prefeered if tubectomy is done 
H3 OF Fallopian tube- after Aborhon (Tubes ate edematous) 
X Damage to Fallopian tube — 3 cms. X Damage to tube — 4—5mm 


> Best Suited for 
Recanalization: 





Fallope ring 


Laparoscopic sterilisation using 


Fallope ring 








Filshie clip-made of 





outer titanium and 





inner sialietic 





Laparoscopic ligation 
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@eMINILAPAROTOMY : 


POMEROY METHOD- X A Loop of i (s mode at (stnmus poit 


Single Ivqature (catqut Cabsosable suhu: 
IE" ql i! (cotqut C : 2 
The loop fs cue Using Metzenbaum scissors 
Failu rate:- 0: 44- 


— © — Hold the tube with use of Babcock forceps 


Babcock Forceps C 





X Used to Cut GNy delicate hissuc 
* It has qot t limp part when 
Compare to Cuthng part: 


MODIFIED POMEROY METHOD | PARKLAND METHOD 
X A loop ts ne Gt (Sthmus port of tube 


Window Is Created fn Mesosalprnx and 
Double ligature is placed at proximal 9 distal ends 
OF tube. 
O XLoop (s cut — Send it for HPE 
A 


KA ¥ Mic used Method 


vw 


X Faure rate — Less Co: 2| 


Telegram - @Latestpgnotes 


5 Crush the loop. MADLENER TECHNIQUE: 
X In his Method loop îs Crushed: (235) 


X Itis & Outdated Method due to High Failure 
rate - 


Hemostat Tubal segment is 
Loop of ampullary not removed surgically 
portion of tube elevated 










Tube ligated 
over crushed 





X STEP-A: a soluhon of NS ana Epinephrine 
fs Injected nto Serosa of tube aso 
result Serosq Swells 


Incision rs given ON Ser0san 
Over Antmesenhic border: 


K STep-B: Muscular part oF the tube isolated 
Using babcock Forceps- 


X STEP-C-Tubc (s ut: 


X- STEP-D- proximal ena (s tied and left inside 
the Seroso. 
The distal end is sHchked with serosa 


(^ G purse Shing manner: 
X This Me Gnd 
econalírsahon- 


| ==> IRVING METHOD: 


X Cut the tube QE isthmb- Gmpullory Junchon 
x Atann PHE Ae In Myometium into Which tne proximal 
part of tube is buried: Distalpart OF tube is attached to 
Broad ligament 0f uterus Csuturcd along) 








KROENER'S FiMBRIECTOMY- 


X Double l/gatutt at Almbiial end of 
Fallopian tube Followed by Cuthing of 
Fimbrial end 


X- NO longer used this method 





ALDRIDGE's FIMBRIECTOMY- 


X Modification of Kroener's 


X Double I'gature at Fimbrial end of 
Fallopian tube 


K Fimbriac placed posterior to peritoneum 
and sutured with broad li 


bad 
X No longer used this method: 


Q-Least Failure rate — Cautery > Uchida > Irving technique > 
Modified pomeroys > Pomeroyts. 


Q Chances oF Recanalizahon— Clips > Falope ting 7 pomenys > modified 
Pomeroy’s 





G:XChances OF Ectopic Pregnancy — are Highest. with cautery due to, i 
AMaGes Adjacent Hssucs- 
€ ESSURE DEVICE: 
X Spring like device: 
* Insetted into inhamural 


Part oF Fallopran tube 
Vig Hysteroscopy 





* It has 


e outer Cylinder— Nickel and titanium 
* Inner cylinder — stainless Steel. 






x ] rritates Fal | opian tub e Telegram - @Latestp' 
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iniates Hssuc Reachon 
JL 


y nan ation 
Tube gets blocked 


X It take 3months to ack ^ For 3months —9 Backupmethod rs needed: 
After 3months —> x ind 


To confirm BIL blockade of tube. 


X success tate— 991. 


@MALE STERILIZATION - 
NON SCALPEL VASECTOMY: 


IE is done Using— Ring clamp and Dissecting clamp 


E = 








* It is done under Local Anacsthesia 


StepL— Identify Gnd immobilize the vas deferens using Ring 
Clamp 


Punctute Skin Using dissecting clamp 


Vas defrktns is taken out through this 
pun chuc 


Hold “is deferns with Riag Clamp 
Cut the vasdefertns using dissecting clamp 


BO "he ends are ligated and put 
back in place- 


* Failure rates — o0 t1 


* Reversal oF vasectomy —» Mictosuegcoy ( vRsovasosTOMy) 


Ferhlthy comes Pregnancy rates = 301. 
WE qol- J 


x Male doesnot becomes sterile immediately after Vasechomy —- 


! | 
Addikonal contracephon for 
IS- 20ejaculales (8) 3 months is needed. 


bd semen Analysis 


If Gzoospermia is confirmed — No addihonal contracep hve 
(s Reguikd. 


€ EMERGENCY CONTRACEPTION: 
After unprotected. intercourse 
TM Conhoceptives 
kja Emergency Contraception | Inter ceptives 


Mechanism of achon: 


Hormonal Non Hormona) 
n DA 
(nw bib s. Ovulation Spermicidal 


Mnhibits Ferhli ganon 
Pnhibits Tmplantaton 


m = > : > 





Best Time to take Emergency Conka Cephves— with (n. F2 hrs of 
Unprotected “atercousse 


Can be given till 120his |Sday of unprotected rntercourse 


Most Effechve Emergency Contiacephves — IUCD (copper T) 


> P P p 


: Most €ffective Hormonal conwacephves— 
(eyes tL atestpgnotes Ik is SPRM 
Dosc—> Single dose of 
So mq 
- Tradename 5 ELLA 





2^4 pest: LNG ( Lcvonorqcsho 1) 


k Total dose > l'Smg 
L—, Given Qs ISmg stat QÑ 


U3smq 
[s 12hr*- 


045m 

xMC used Emergency contracephon— LNG 
X Emergency contacephion dish’ buted Free oF cost 
by Government of India — LNG (E- pill) 


Other drugs used Gs Emergency Contyacephon- 


l- CENTCHROMAN' 2+ablets of centchroman (60mg) 
[s ]2 hrs 


2 tablets 
Failure rate= 11 
1: OCP'5s- YuPZEE METHOD:- 
Total dose 100 mcg €tnenuleshradiol CEE) + Img Progestesonc 
Gtter 12hrs. 


Repeat 100 mcg EE + img Progesterone 
2 tablets “=> 2 tablets 


For High dose pill - 
For Low dose pill- 4 tablets 12$ — y Atablets 


For Very Low dose pill § tablets_tuhts s 5 tablets 


S MIFEPRISTONE- 10mq Single dose: 


Drugs not used as Emergency Contraceptives: 
l 


|: MISDPROST 
2. PROGESTERONE ONLY PILL 


3 MIRENA: 
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